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ITH improvement in grafting techniques 

and methods of storing bone, countless 
patients have benefited from bone grafts. Prior 
to the development of adequate storage methods 
the main sources of bone for grafting were: the 
individual himself (autogenous grafts) and bone 
from another person (homogenous grafts)*. 
However, in some instances it was undesirable or 
impossible to obtain bone from the individual or 
a donor. In an effort to solve this problem and 
provide an unlimited source, Orell’ made nu- 
merous studies and in 1937 presented his work 
with beef bone which he called “os purum” and 
“os novum”. In 1947 the first successful storage 
of bone for any length of time was introduced, 
using a deep freeze'*, Shortly thereafter, the 
merthiolate bank also was found to be satisfac- 
tory.” 

Since then numerous comparisons have been 
made between cancellous and cortical autogenous, 
homogenous and heterogenous bone stored by 
different methods in an effort to determine the 
material most readily incorporated and the most 
suitable method of storing this material.:?*°:* 
11,12,1415 These studies have shown cancellous 
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bone to be incorporated more quickly than dense 
cortical bone. Fresh autogenous and homogenous 
bones are superior to the same bone stored in 
merthiolate or deep-freeze banks. Recent studies 
have shown frozen heterogenous bone to be equal 
to frozen homogenous bone as a bone grafting 
material.*°:°1? 


Many hospitals are unable to set up bone banks 
and keep them adequately stocked. It is almost 
impossible in smaller hospitals and is occasion- 
ally difficult in as large a hospital as Wesley 
Memorial Hospital, Chicago (570 beds). Al- 
though proved to be successful, the preparation 
of beef bone by Orell’s method is so difficult and 
long drawn out that the disadvantages outweigh 
the advantages. 


Several years ago, in an effort to make bone 
available to hospitals without banks, Dr. E. J. 
Tucker of Houston, Texas, began studies on 
simpler methods of bone storage so that it might 
be shipped from one place to another without 
special handling or equipment.'''? Among other 
methods tried was the storage of human bone 
in human plasma. After the bone was stored in 
plasma at 40 degrees F. for several months, 
Dr. Tucker noted certain gross and microscopic 
changes that do not occur in bone stored in any 
other way. Calf and canine bone, when stored 
in plasma of their own species also undergoes 
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these changes, which do not occur unless the 
bone is stored in the plasma of its own species. 
Because of difficulty in obtaining large quan- 
tities of human bone, Dr. Tucker turned to calf 
bone because of its almost unlimited supply and 
the fact that previous investigators have reported 
its use in numerous cases with success equal 
to that of frozen homogenous bone with no ap- 


5,7,10,12 


parent reactions.* 


lt was found that the density of cortical bone 
and the number of osteocytes per field in a 300 
pound calf are about the same as that of a nor- 
mal adult human.'* The animal from which the 
bone is to be obtained is tested for tuberculosis 
and brucellosis and passed by government in- 
spectors. Following a surgical prep, the leg to 
be used is removed from the animal and taken 
to a sterile operating room where the bone is 
removed under rigorous aseptic technique. ‘To 
prevent destruction of cells by excessive heat 
from electric saws, a hand saw is used in cutting 
the bone. All of the bone for implants is placed 
in one large container and covered with a solu- 
tion of 20% bovine plasma in balanced saline. 
One million units of penicillin, with two grams 
of streptomycin, are added to each liter of solu- 
tion. The container is sealed with a sterile cap 
and placed in an ordinary refrigerator at 40 


degrees F. 


After the bone has been in storage for 14 
days, a portion of the solution is removed for 
testing. Thus the bone is cultured with anaero- 
bic and aerobic media and guinea pig innocula- 
tion. When all cultures are proved negative, the 
bone is removed from the large container under 
strict asepsis and placed in individual containers 
with fresh plasma solution. A final culture is 
then made of each container with thioglycollate 
broth medium. 


Dr. Tucker has chosen the name “cultured 
calf bone” for bone prepared by this technique.'* 
Because of his experience, he has developed a 
theory with regard to cultured calf bone which 
I shall present, along with the experimental and 
clinical evidence supporting this theory. Know- 
ing that bone normally has a low metabolic rate, 
and working on the premise that bone remains 
alive for a short time after removal from its 
host.®?* Dr. Tucker felt the best way to pro- 
long viability was to place the bone in its nor- 
mal nutrient medium and lower the metabolic 
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Figure 1. Cortical calf bone stored in bovine plasma 
at 40 degrees F. for five months demonstrating the 
gross proliferation from the cut surface of the bone. 


rate still further by refrigeration.’* Theoretically 
storing the bone for a minimum of five months 
before use, accomplishes two things: Bone, 
following its inherent ability, begins the process 
of repair along its cut edges as demonstrated 
by an extensive collagenous formation; and 
calf bone during this time loses its species 
specificity which accounts for its lack of foreign 
body reaction when used as a_ heterogenous 
graft. The fact that the process of repair has 
already been initiated prior to grafting, plus 
the lack of foreign body reaction, probably ex- 
plains the early incorporation of cultured calf 
bone. 

The gross proliferation of collagen fibers 
(Figure 1) can be seen from the cut edge of a 
piece of cortical calf bone stored in bovine 
plasma at 40. degrees F. for five months. A 
microscopic section (Figure 2) of cortical calf 
bone denuded of its periosteum and stored in 
bovine plasma at 40 degrees F. for six months 
also shows the fibrous proliferation from the 
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Figure 2. Photomicrograph (X 125) of a section of 
cortical calf bone denuded of its periosteum and 
stored in bovine plasma for five months. Note the 
large number of osteocytes present, the fibrous 
proliferation from the surface of the bone, and the 
loose structure of the bone itself. 


surface of the bone. In addition, this section 
illustrates the large number of osteocytes present 
and a loose structure of the compact bone itself. 
Regardless of the discussion pro and con on 
the viability of these cells, they are indisputably 
present. 

Microscopic section (Figure 3) from a piece 
of cortical bone taken from the same calf as 
shown in Figure 2, but stored at minus 10 de- 
grees F. for six months shows relatively few 
osteocytes, no fibrous proliferation, and a much 
more compact bone structure. 

The extensive collagenous proliferation dem- 
onstrated in bone stored in plasma at 40 de- 
grees F. for several months is believed to be the 
ground substance or matrix of early bone for- 
mation in which apatite crystals are normally 
precipitated. Loose structure of the bone and 
the collagenous proliferation following storage 
in bovine plasma makes it unnecessary for the 
recipient to mobilize large numbers of osteoclasts 
before incorporation of the graft can begin, 
which would explain the rapid union of this type 
of bone graft. 

To substantiate this, an additional experiment 
was carried out. Since it is not desirable to take 
material for section from patients following the 
use of calf bone surgically, it was decided to 
use human bone stored in human plasma at 40 
degrees F. for 514 and 1514 months as onlay 
grafts in the foreleg of a calf. In the opposite 
leg of the same animal, pieces of frozen human 
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Figure 3. Photomicrograph (X 125) of a section of 
calf bone after being stored at minus 10 degrees F. 
for six months. This section came from the same 
bone as Figure 2 and shows relatively few bone 
cells, no proliferations from the surface of the bone, 
and a compact bone structure. 


bone and calf autogenous bone were used as 
control grafts. Six weeks postoperatively, the 
incisions were reopened. ‘There was early union 
of both sections of human bone which had been 
stored in plasma. Microscopic section (Figure 
4) taken through the region of these grafts 
showed union and no foreign body reaction. In 
the opposite leg, there was no union of the 
frozen human bone and union of the calf’s 


autogenous bone. Microscopic section (Figure 
5) of the frozen human bone showed no union 
and there was a marked foreign body reaction. 
The autogenous control showed union both 
grossly and microscopically (Figure 6) with 
no foreign body reaction. 

Cultured calf bone, like all bone grafts, must 





Figure 4. Photomicrograph (X 120) through the 
region of human bone grafted on calf bone. The 
human bone is on the upper right showing union 
of the graft with no foreign body reaction. 
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Figure 5. Photomicrograph (X 125) through onlay 
graft of frozen human on calf bone showing non- 
union with marked foreign body reaction. 


be used with the same precautions attending 
any grafting technique. To date, cultured calf 
bone has been used in 61 cases: 36 lumbosacral 
fusions, nine nonunions (four in the tibia, four 
in the humerus, and one in the radius and ulna), 
two spinal fusions for tuberculosis, two posterior 
bone blocks of the os calscis, two cranial defects, 
three osteotomies, two acute fractures of the 
distal third of the tibia, one spinal fusion for 
scoliosis, one shoulder fusion, one bone block 
of the hand for an opponens paralysis, one uni- 
cameral bone cyst following pathologic fracture, 
and one congenital deformity of the tibia. This 
series does not include the large amount of 
ground calf bone used by dentists for mandib- 
ular cysts and filling of sockets following teeth 
extractions. No infections or reactions have 
been reported in any of these cases except one. 
This was the transplant of a fetal calf epiphysis 
to a congenitally deformed tibia in an infant. 
The incision drained a serum-like fluid for six 
or eight weeks and then healed spontaneously. 
The transplant now shows healing. No cultures 
were taken and it is not known whether infec- 
tion or reaction was responsible. The remainder 
of the cases, except those too recent to report, 
have gone on to satisfactory results. 

This study has shown that we can always be 
assured of having bank bone available as calf 
bone is in unlimited supply. Also, using Dr. 
Tucker’s method of storage, the bone may de 
shipped from one place to another with little 
or no trouble, thus making it available to hos- 
pitals unable to maintain a bone bank. Equally 
important is the experimental evidence that this 
bone remains viable for long periods. The cost 
is expected to be less than a pint of blood. 
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Figure 6. Photomicrograph (X 230) showing early 
union of autogenous calf bone onlay graft with no 
foreign body reaction. 


Clinically, the results thus far have been at 
least equal to autogenous grafts. Whether cul- 
tured calf bone is superior to autogenous bone 
cannot be answered from such a small series of 
cases. Only through increased clinical use can 
this question be answered. 
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Karly Progress of the Central Artery Bank 


of the Chicago Heart Association 


*FRANK MILLoy, Jr., M.D., and **EcGsert H. Fety, M.D., Cuicaco 


HE recent increase in the use of arterial ho- 

mografts in vascular surgery has made it de- 
sirable to establish a central facility for the pur- 
pose of obtaining and processing as many vessels 
as possible for use in the Chicago area. The am- 
ple availability of proper autopsy material from 
the pathology departments of the Cook County 
Hospital was mentioned by Dr. Lester Dragstedt 
to Dr. Hans Popper about two years ago, and 
as a result of this conversation a start was made 
towards organizing an artery bank. The experi- 
ences obtained in the formation of such a bank 
may be of interest to others. 

The interest of the Chicago Heart Association 
was enlisted, and through the Cardiovascular 
Surgery Committee of that organization, under 
the Chairmanship of Dr. Geza de Takats, funds 
were made available and a program outlined. 
A pilot study was instituted at Northwestern 
University Medical School by Doctors Bernhard 
and Laufman’ and -their experiences along with 
those of Dr. O. Julian and Dr. W. Grove at the 
University of Illinois, Dr. W. Adams at the 
University of Chicago and Dr. W. Potts at 
Children’s Memorial Hospital provided a back- 
ground of information from which to draw. 

A resident in Pathology at Cook County Hos- 
pital was retained by the Heart Association for 
the purpose of obtaining vessels, and space was 
donated by the Hektoen Institute for Medical 
Research. The first vessels were taken under 
full sterile precautions with the donor surgically 
draped and the prospectors gowned and gloved. 
Although this method provided sterile vessels. 
it required around the clock availability of at 
least two people so that the vessels could be ob- 
tained within six hours of death. It was also 





*Resident in Cardiovascular Surgery at the Cook 
County Hospital, and Assistant Director of the Art- 
ery Bank, Fellow in Cardiovascular Surgery, Presby- 
terian Hospital. 
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inconvenient for the pathologist in that it held 
up the remainder of the autopsy three to four 
hours. 

For these reasons the use of Betapropriolac- 
tone was introduced as a sterilizing agent* for 
vessels obtained under the conditions of a rou- 
tine autopsy. About 30 vessels were obtained and 
sterilized with this substance, and preserved 
either in a frozen state at —70° C. or in a 
balanced electrolyte solution at 4° C. Both of 
these methods of preservation have disadvant- 
ages. Once a vessel is quick frozen to —70° C. 
it must be kept at that temperature until used. 
This makes it very difficult to send vessels to 
different hospitals with the understanding that 
they may be returned if not used. Vessels kept 
at icebox temperatures, about 4° C., are not 
good after four or five weeks because of degen- 
eration of the elastic tissue. 

In July of 1955 lyophilization equipment was 
set up.?* and the services of a full time tech- 
nician obtained. The acquisition of an explosion 
proof hood made it possible to introduce the 
use of ethylene oxide as a second method of 
sterilization. 

PRESENT PROCEDURE: 
tained from subjects under the age of 40 having 
no disease of the aorta. They should also be 


Vessels are ob- 


free of infectious diseases such as infectious 
hepatitis, the collagen diseases, and pus. Tumor 
tissue should not be in the area of the vessel? 
The vessels should be obtained within six hours 
of death, or if this is not possible, and the body 
has been promptly refrigerated following death, 
within 24 hours. The vessels are taken during 
the routine autopsy. Care is taken not to injure 
the vessels and to leave all branch arteries long 
so that they may be ligated easily just prior to 
use. The carotid, subclavian, and iliae arteries 
are divided as far distal as possible and tagged 
for the convenience of the embalmer. Blood 
for serologic examination is likewise obtained. 
The aorta is carefully cleaned of all extraneous 
tissue in a flat dish containing physiologic 
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Figure 1. The vessel is freed from all loose tissue. 
The segmental branches remain long and untied. 
Placing the aorta in sterile normal salt solution 
aids in removing the extraneous tissue. 


saline (Figure 1) and usually divided into two 
segments at the level of the celiac axis. After 
cleaning, the segments are sterilized in one of 
two ways. After two hours incubation in a prop- 
erly diluted solution of Beta Propriolactone, the 
vessel is rinsed in a buffer solution and may be 
considered sterile. Or, the vessel may be placed 
in ethylene oxide for one-half hour for sterili- 
zation. At the present time both of these methods 
are thought to be highly efficient for steriliza- 
tion and cause a minimum amount of injury 
to the vessel. Each has disadvantages. The Beta 
Propriolactone method is more complicated, 
its acid properties require careful neutralization, 
and there is the explosion hazard with ethylene 
oxide. 

The lyophilization process consists of two 
steps: quick freezing to —%0°C. and drying 
under vacuum. The vessel is sterilized in an 
artery tube in which it will be stored at the 
end of the process. This eliminates the danger 
of contaminating the sterile vessel during trans- 
fer. Artery tubes are of pyrex, 28 mm. in diam- 
eter and up to 50 em. in length with machined 
standard taper joints at*the open end so that 
they may be attached to the vacuum tight lyo- 
philization apparatus. Immediately after sterili- 
zation the vessel is submerged in a dry ice ace- 
tone bath at —70°C. (Figure 2). This rapidly 
freezes the tissue in such a fashion that only 
small crystals are formed and denaturing of 
the protein is minimum. The vessel is kept at 
this temperature until lyophilization. 
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Figure 2. The sterile vessel is rapidly frozen in 
—70°C. dry ice acetone bath. 


The lyophilization or drying process is carried 
out under a vacuum of about one micron of 
mercury which is achieved by means of a me- 
chanical pump augmented by an oil diffusion 
pump, (Figure 3). A system of pyrex tubing 
containing two or more condensation traps is 
attached to the pumps. From this system stand- 
ard taper joints project which fit exactly the 
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Figure 3. The lyophilization apparatus is pictured 
showing a vacuum line from the mechanical pump, 
the oil diffusion pump, the pyrex tubing with liquid 
nitrogen traps, attached artery tubes and dry ice 
acetone baths. 
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Figure 4. The sterile lyophilized aorta is being 
sealed in the tube under vacuum. The side arm for 
easy opening can be seen. 


ends of the artery tubes. The artery tubes con- 
taining the sterile vessels are attached, and the 
pumps turned on. The condensation traps are 
filled with liquid nitrogen which is at a temp- 
erature of —196°C. The portion of the artery 
tube containing the vessel is kept in the ace- 
tone-dry ice bath at —%0° for the first hour of 
drying. This is done to prevent the vessel from 
partially thawing, which would result in the 
formation of larger crystals and injury of the 
tissue. After a high vacuum has been achieved, 
the heat lost in sublimation of the ice crystals 
keeps the artery frozen and the dry ice bath is 
removed. A drying period of eight or ten hours 
at one micron of mercury or less of pressure is 
felt to be sufficient to sublime 96% or more 
of the ice crystals from an average artery. The 
water vapor from the artery precipitates on the 
condensation traps because of the much lower 
temperature of liquid nitrogen. A gross estimate 
of the degree of drying of the vessel may be 
made by virtue of the fact that the temperature 
of the tube approaches room temperature as dry- 
ing near completion. 

The artery tubes are constructed with a slight 
thickening of their wall four cm. below the taper 
joint. This makes it possible to seal them with 
an oxygen torch while they are still under 
vacuum, (Figure 4). The tube is constructed 
with a nipple-like side arm below the level at 
which it is to be sealed off. At the time the tube 
is to be opened for the use of the vessel, this 
side arm may be broken off first, thus breaking 
the vacuum and making it easier to break the 
thick pyrex tube. 
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The artery may be reconstituted by placing 
it in saline for 30 minutes. Some authorities 
have advised adding an antibiotic to the saline. 
Some also have advised breaking the ampoule 
beneath the surface of the reconstituting fluid 
so that the tissue spaces in the vessel will not 
fill with air and reconstitution will take place 
more rapidly and completely. According to 
present thought, lyophilized vessels, sealed in 
tubes under a vacuum, may be stored at room 
temperature for as long as two years. 

In addition to thoracic and abdominal seg- 
ments of human aortas, we have lyophilized 
entire infant aortas, segments of human saphe- 
nous veins, pig aortas for use as shunts, and 
dog aortas for experimental transplants. We an- 
ticipate being able to process human femoral 
arteries in the near future. In connection with 
this we have obtained the co-operation of the 
embalmers’ union and we are now awaiting a 
statement of approval from the undertakers’ as- 
sociation so that femoral vessels may be removed 
in a manner that would not make their work 
more complicated and difficult. 

Up to April, 1956, approximately 160 speci- 
mens have been lyophilized. About 95 specimens 
have been sent out and about 52 used. The ease 
of transportation of the lyophilized vessels makes 
it possible to send a number of varying sizes 
to a surgeon so that he may have a choice at 
the time of operation. Since they are returnable, 
the vessels may be sent even when there is only 
slight indication that a graft may be necessary. 
This explains the large number of vessels sent 
out, relative to the number used. An index file 
where the pertinent information concerning each 
vessel is recorded on a card is kept at the bank. 
Two forms go with each vessel sent out. The 
first is for the information of the surgeon, giving 
a description of the vessel with measurements 
and comments, and instructions for reconsti- 
tution. The second is a questionnaire with a 
description of the operation to be returned if 
the vessel is used. 

The Chicago Branch of the American Red 
Cross has been kind in assuming the responsi- 
bility of delivering the arteries where needed. 


SUMMARY 
The organization and early function of a 
Municipal Artery Bank serving the Greater 
Chicago Area has been described. The demand 
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Figure 1. The vessel is freed from all loose tissue. 
The segmental branches remain long and untied. 
Placing the aorta in sterile normal salt solution 
aids in removing the extraneous tissue. 


saline (Figure 1) and usually divided into two 
segments at the level of the celiac axis. After 
cleaning, the segments are sterilized in one of 
two ways. After two hours incubation in a prop- 
erly diluted solution of Beta Propriolactone, the 
vessel is rinsed in a buffer solution and may be 
considered sterile. Or, the vessel may be placed 
in ethylene oxide for one-half hour for sterili- 
zation. At the present time both of these methods 
are thought to be highly efficient for steriliza- 
tion and cause a minimum amount of injury 
to the vessel. Each has disadvantages. The Beta 
Propriolactone method is more complicated, 
its acid properties require careful neutralization, 
and there is the explosion hazard with ethylene 
oxide. 

The lyophilization process consists of two 
steps: quick freezing to —70°C. and drying 
under vacuum. The vessel is sterilized in an 
artery tube in which it will be stored at the 
end of the process. This eliminates the danger 
of contaminating the sterile vessel during trans- 
fer. Artery tubes are of pyrex, 28 mm. in diam- 
eter and up to 50 em. in length with machined 
standard taper joints at*the open end so that 
they may be attached to the vacuum tight lyo- 
philization apparatus. Immediately after sterili- 
zation the vessel is submerged in a dry ice ace- 
tone bath at —70°C. (Figure 2). This rapidly 
freezes the tissue in such a fashion that only 
small crystals are formed and denaturing of 
the protein is minimum. The vessel is kept at 
this temperature until lyophilization. 
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Figure 2. The sterile vessel is rapidly frozen in 
—70°C. dry ice acetone bath. 


The lyophilization or drying process is carried 
out under a vacuum of about one micron of 
mercury which is achieved by means of a me- 
chanical pump augmented by an oil diffusion 
pump, (Figure 3). A system of pyrex tubing 
containing two or more condensation traps is 
attached to the pumps. From this system stand- 
ard taper joints project which fit exactly the 
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Figure 3. The lyophilization apparatus is pictured 
showing a vacuum line from the mechanical pump, 
the oil diffusion pump, the pyrex tubing with liquid 
nitrogen traps, attached artery tubes and dry ice 
acetone baths. 
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Figure 4. The sterile lyophilized aorta is being 
sealed in the tube under vacuum. The side arm for 
easy opening can be seen. 


ends of the artery tubes. The artery tubes con- 
taining the sterile vessels are attached, and the 
pumps turned on. The condensation traps are 
filled with liquid nitrogen which is at a temp- 
erature of —196°C. The portion of the artery 
tube containing the vessel is kept in the ace- 
tone-dry ice bath at —70° for the first hour of 
drying. This is done to prevent the vessel from 
partially thawing, which would result in the 
formation of larger crystals and injury of the 
tissue. After a high vacuum has been achieved, 
the heat lost in sublimation of the ice crystals 
keeps the artery frozen and the dry ice bath is 
removed. A drying period of eight or ten hours 
at one micron of mercury or less of pressure is 
felt to be sufficient to sublime 96% or more 
of the ice crystals from an average artery. The 
water vapor from the artery precipitates on the 
condensation traps because of the much lower 
temperature of liquid nitrogen. A gross estimate 
of the degree of drying of the vessel may be 
made by virtue of the fact that the temperature 
of the tube approaches room temperature as dry- 
ing near completion. 

The artery tubes are constructed with a slight 
thickening of their wall four cm. below the taper 
joint. This makes it possible to seal them with 
an oxygen torch while they are still under 
vacuum, (Figure 4). The tube is constructed 
with a nipple-like side arm below the level at 
which it is to be sealed off. At the time the tube 
is to be opened for the use of the vessel, this 
side arm may be broken off first, thus breaking 
the vacuum and making it easier to break the 
thick pyrex tube. 
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The artery may be reconstituted by placing 
it in saline for 30 minutes. Some authorities 
have advised adding an antibiotic to the saline. 
Some also have advised breaking the ampoule 
beneath the surface of the reconstituting fluid 
so that the tissue spaces in the vessel will not 
fill with air and reconstitution will take place 
more rapidly and completely. According to 
present thought, lyophilized vessels, sealed in 
tubes under a vacuum, may be stored at room 
temperature for as long as two years. 

In addition to thoracic and abdominal seg- 
ments of human aortas, we have lyophilized 
entire infant aortas, segments of human saphe- 
nous veins, pig aortas for use as shunts, and 
dog aortas for experimental transplants. We an- 
ticipate being able to process human femoral 
arteries in the near future. In connection with 
this we have obtained the co-operation of the 
embalmers’ union and we are now awaiting a 
statement of approval from the undertakers’ as- 
sociation so that femoral vessels may be removed 
in a manner that would not make their work 
more complicated and difficult. 

Up to April, 1956, approximately 160 speci- 
mens have been lyophilized. About 95 specimens 
have been sent out and about 52 used. The ease 
of transportation of the lyophilized vessels makes 
it possible to send a number of varying sizes 
to a surgeon so that he may have a choice at 
the time of operation. Since they are returnable, 
the vessels may be sent even when there is only 
slight indication that a graft may be necessary. 
This explains the large number of vessels sent 
out, relative to the number used. An index file 
where the pertinent information concerning each 
vessel is recorded on a card is kept at the bank. 
Two forms go with each vessel sent out. The 
first is for the information of the surgeon, giving 
a description of the vessel with measurements 
and comments, and instructions for reconsti- 
tution. The second is a questionnaire with a 
description of the operation to be returned if 
the vessel is used. 

The Chicago Branch of the American Red 
Cross has been kind in assuming the responsi- 
bility of delivering the arteries where needed. 


SUMMARY 
The organization and early function of a 
Municipal Artery Bank serving the Greater 
Chicago Area has been described. The demand 
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for arterial segments is increasing and early 

technical difficulties have been overcome. A 

progress report containing the fate of implanted 

segments together with the clinical results will 
be presented at a future date. 
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The Multiphasic Treatment 
of Acne Vulgaris 


SAMUEL M. BiueFrars, M.D., Cuicaco 


CNE vulgaris is a normal accompaniment 
of adolescence. A knowledge of its path- 
ogenesis appears pertinent, since a better under- 
standing of the condition gives a logical basis 
for therapy. According to current concepts, acne 
is due to circulating androgenic hormones acting 
on the “shock organ,” the pilosebaceous appar- 
atus (hair follicle and sebaceous gland). In view 
of these concepts, the therapy of acne should in- 
clude (1) reduction of sebaceous gland overstim- 
ulation, (2) reduction of intrafollicular irrita- 
tion, and (3) therapy for removal of comedos. 
Although these are the essential features in acne, 
other important contributing factors may exist 
such as foci of infection, insufficient secre- 
tion of thyroid hormone, iron deficiency anemia, 
application of skin “creams” and other external 
irritants, seborrheic dermatitis of the scalp, or 
nervous stress. Therefore, it is essential to treat 
every facet, however minor, which may play an 
etiologic role. With our present knowledge, the 
therapy of acne must be multiphasic. 
Therapy to Reduce Sebaceous Gland Over- 
stimulation: As our knowledge of acne increases, 
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roentgen ray therapy is being used less fre- 
quently. However, it is still the most effective 
single modality for decreasing gland activity. 
Roentgen rays, if correctly administered, in 
standard dermatologic quality and dosage, never 
result in permanent damage to either the skin or 
any internal organ’. 

Another method of counteracting excessive 
sebaceous gland activity is to control the pre- 
ponderance of androgenic hormone by adminis- 
tration of estrogen therapy. For women, 0.625 
mg. of conjugated water-soluble estrone or 0.5 
mg. of diethylstilbesterol may be given daily for 
two weeks preceding menstruation. This therapy 
sion, as well as the public in general, has a right 
to ask for a re-evaluation of this problem. 
is continued for four months and the results fre- 
quently are excellent in young women. For men, 
we administer this therapy only to those having 
severe scarring and cystic acne. The same dosage 
is given to men for two weeks each month for 
not more than four months. No undesirable ef- 
fects have been noted in young men treated with 
this dosage. 

Therapy to Reduce Intrafollicular Irritation: 
Prevention of the accumulation of follicular 
irritants due to ingested food and drugs also 
must be considered in the therapy of acne vul- 
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garis. It is important to impress upon these 
young people that they are not dieting but merely 
avoiding certain foods and drugs known to pro- 
duce or cause exacerbations of acne. The follow- 
ing foods should be avoided: Chocolate, nuts, 
pork and pork products, seafood, eggs, and ex- 
cessive ingestion of milk. The halogen group of 
drugs—bromides and iodides—are avoided be- 
cause of their tendency to produce intrafollicular 
irritation. There usually is a sluggish flow of oil 
associated with the intrafollicular irritation, 
thus increasing the possibility of secondary in- 
fections of the pilosebaceous apparatus. 

Therapy for Control of Comedo and Papule 
Formation: Proper care of the pilosebaceous ori- 
fices is essential to prevent formation of comedos, 
or blackheads, at the opening of the pilosebaceous 
glands. When comedos are not removed they act 
as a plug, thus damming up secretions and re- 
sulting in papules, pustules, and even cystic 
lesions. 

Two approaches may be directed against the 
removal of the comedo: Topical therapy and the 
oral administration of vitamins A and C. The 
most simple topical therapy is the use of soap 
and water. Usually, however, peeling is required. 
Lotio alba, a polysulfide lotion, has been the 
time tested preparation for acne vulgaris. When 
prepared, it is probably still the most effective 
topical agent. However, it has been impossible 
to procure freshly prepared lotio alba for each 
application. 

This difficulty was recently overcome with a 
new product consisting of a stabilized sulfurated 
potash coated with an equimolecular film of zinc 
sulfate, separated by a layer of an inert colloid. 
When a prescribed volume of water is added by 
the patient to the stabilized powder, a completely 
fresh polysulfide solution is produced. As the 
product is packaged to provide for individual 
applications, the degree of drying activity can be 
controlled by varving the ratio of water to the 
powder. 

The results from the use of this preparation on 
more than 200 acne vulgaris patients were grati- 
fying. These patients were instructed to apply 
this lotion to one side and a resorcin-sulfur lo- 
tion to the opposite side of the face. The use of 
this lotion, Pronac®*, resulted in a greater as- 
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tringency and drying action than occurred on the 
side of the face treated with resorcin-sulfur lo- 
tion and was, therefore, preferred by patients. 
The best results were obtained in patients whose 
skin felt a little “tight” and dry but did not 
become reddened. 

In another study* it was found that the 
combined use of aqueous vitamin A, 100,000 
units daily and 1 gram of vitamin C daily, are 
useful agents in correcting the follicular plug- 
ging of acne vulgaris. 

General Therapy: Seborrhea of the scalp, also 
a sebaceous gland disorder, frequently accom- 
panies acne. Unless this condition is controlled, 
the acne form process will be difficult to allevi- 
ate. External follicular irritation should be 
avoided. These irritants would include the wear- 
ing of rough garments such as sweaters and 
wool shirts, which come into contact with back 
and shoulders; the use of cosmetic creams and 
oils; and contact with oils, greases, tars, and 
chlorinated substances. 

Foci of infection and secondary infection of 
the pilosebaceous apparatus is best counteracted 
by removing the focus or by treatment with wide 
spectrum antibiotics in small oral doses. Low 
thyroid output should be corrected with thyroid 
therapy and iron deficiency anemia, with iron 
therapy. 

SUMMARY 

The treatment of acne vulgaris is multiphasic. 
Therapy is directed against the overstimulated 
sebaceous gland with roentgen rays and estro- 
gens. Therapy for the intrafollicular irritation 
consists of avoidance of certain foods and drugs. 
To remove the comedos, topical therapy with 
patient prepared lotia alba is recommended as 
well as vitamins A and C orally. General therapy 
would include the treatment of the seborrhea of 
the scalp, avoidance of external follicular irrita- 
tion, treatment of secondary infection, and the 
correction of low thyroid output and secondary 
anemia, if present. 
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Skin Eruptions Caused or Aggravated 
by Sunlight 


Orro C. StecmMaAtER, M.D., MOLINE 


EFORE discussing eruptions due to sunlight, 

a brief review of the position of the sun 
in relation to the electromagnetic spectrum of 
radiant energy is apropos. Radiation from the 
sun extends from the ultraviolet to the infra- 
red, from 2,900A° to 30,000A°. Wave lengths 
shorter than 2,900A° are absorbed by the atmos- 
phere and are not encountered on exposure. Be- 
tween 2,800A° and 3,100A° the sun is exhibit- 
ing its most intense biological effects — its 
antirachitic and carcinogenic effects. The erythe- 
ma spectrum, or burning effect, is between 
2,900A° and 3,100A°. This also is the wave 
length that causes pigmentation. Above 3,000A° 
existing pigmentation is intensified by sunlight. 
Window glass filters out the sun rays below 
3,200A° but transmits higher wave lengths.! 


In discussing the effects of sunlight, distinc- 
tions must be made between the various types of 
skin. Normal skin has varying tolerances to 
ultraviolet radiation. The thin skinned, red head- 
ed, blue eyed person, because of lack of protec- 
tive faculties, tolerates only small amounts of 
exposure ; the skin reacts not only more violently 
with an acute sunburn but shows a greater tend- 
ency to chronic solar damage and skin cancer. 
The skin of the blond is next most vulnerable 
while the brown eyed, brunet is least vulnerable. 
However, he is not immune to the dermatoses 
caused by sunlight if the exposure is great 
enough. 

Skin eruptions caused by sunlight are enu- 
merated as follows: 

I. Sunburn. Common manifestations of sun- 
burn will not be described. Sunburn se- 
quelae less familiarly known are: 

A. Herpes simplex. 
B. Folliculitis. 
C. Vitiligo. 
Presented before Section on Dermatology, 115th An- 
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D. Chloasma (patches of increased pig- 
mentation). 

KE. Increased sensitivity to further sunlight 
exposure.” 

II. Farmers’ and Sailors’ Skin (chronic solar 
dermatitis), the precancerous skin changes 
produced by sunlight. On exposure to much 
sunlight these persons develop on the ex- 
posed surfaces premature senile changes 
which occur most frequently in the light or 
red haired person. Lesions consist of atro- 
phic scaly, freckled, and hyperkeratotic 
changes. Connective and elastic tissues also 
undergo a change, producing yellowish dis- 
coloration of the skin. The lips become 
whitened and dry and fissure readily. These 
changes are precursors of skin cancers. 

III. Skin Cancers. There is good evidence that 
sunlight is one of the main causes of skin 
cancer. The majority appear on exposed 
surfaces such as the face and dorsum of 
the hands, and they are much more com- 
mon in farmers, construction workers, and 
others exposed continuously to the sun. 
Southern climates have more clear days 
and more sunlight than northern climates ; 
consequently, skin cancers are more com- 
mon in southern latitudes. For example, 
Georgia and North Carolina have about 
four times the number of skin cancers per 
capita as that found in the Chicago area.* 

Sunburn and chronic solar damage can be 

prevented by gradual exposure to sunlight. The 

first exposure must be short and the time in- 
creased gradually until a good tan is developed. 

This increases melanin in the skin and thicken- 

ing of the surface layer, which prevents deep 

penetration of the sun’s rays. The use of ade- 
quate clothing is helpful. This means a hand- 
kerchief about the neck, long sleeved shirts, and 

a wide brimmed hat. Chemical sun screens also 

are of value. The main and most effective is para- 

aminobenzoic acid that has an action spectrum 
of around 3,000A’°. This selectively filters out the 
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erythema and carcinogenic effects of sunlight, 
if the preparation is applied often and adequate- 
ly. It must be re-applied after swimming to be 
effective. One of the best contains 15 per cent 
para-aminobenzoic acid in vanishing cream base 
(Rothman) .* 


IV. Hydroa aestivale, which manifests itself by 
blisters of various sizes on the skin, appears 
usually in childhood and occurs each year 
in spring and summer. Successful therapy 
with gonadotrophic hormones has _ been 
reported.® 


V. Xeroderma Pigmentosum is a familial dis- 
ease characterized by lack of inherent 
protection against sunlight. The skin, at 
an early age, develops freckles, keratoses, 
telangiectases, and white spots. These go 
on to skin cancers. The children do not live 
to old age as they usually die of metastatic 
carcinoma arising from one of the skin 
cancers. There is one of these families in 
southern Illinois whose members avoid the 
sun entirely by working in the mines dur- 
ing the day and conducting all of their 
business and social affairs after sundown. 
This is probably the only way to prevent 
their early death. 


VI. Polymorphic Light Eruptions. This group 
of dermatoses due to sunlight manifest 
themselves in four types: 

A. Plaquelike type, the most common, has 
been described excellently by Lamb’. 
It is characterized by purple-pink in- 
durated plaques occurring predominate- 
ly behind the ears and on the neck. ‘They 
are much more common in the fair but 
may occur in the dark-skinned race as 
well, 
B. Contact eeczematous type which resem- 
bles dermatitis venenata. 
C. Papular and prurigo-like type. 
D. Erythematous (erythema solaris per- 
stans or erythema muliforme) type. 
As mentioned above, the plaque type is the 
most prevalent. The exact etiology is unknown, 
except that the eruptions are due to sunlight. It 
has been postulated by Lamb® that these erup- 
tions may indicate a deficiency of hormones, par- 
ticularly testosterone, and he has shown that the 
condition can be cured in some instances by 
stimulating the pituitary to produce more andro- 
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gens. The best treatent, outside of steroids, 
which is a long and expensive form of therapy, 
is by the use of the antimalarial drugs, atabrine 
and chloroquine, which are suppressive.’ The 
medication must be taken during the summer 
months and symptoms can be controlled in 
around 75 per cent of the cases. It is not a cure. 
VII. Solar Urticaria. These reactions are of two 
types. In one, urticaria is brought on by 
exposure to long ultraviolet rays, usually 
less than 3,700A°%. In the second type, 
urticaria is produced by rays in the blue 
zone of visible light, 4,000A° to 5,000A° °. 
Antihistaminic products have been used 
to reduce sensitivity in the second group. 


VIII. Photosensitization Due to Drugs Ingested. 
Certain chemicals, particularly the sul- 
fonamides, barbiturates, and Thorazine® 
—when taken internally—sensitize the 
skin to ordinary sunlight exposure. 


IX. Photosensitization Due to Chemicals or 
Plants applied to the skin, followed by 
sunlight exposure. Most important are 
the coal tar derivative chemicals and cer- 
tain plants :?° 
A. Oil of bergamot, which is contained 

in perfume and cologne, is a frequent 
producer of hyperpigmentation. Pig- 
mented spots appear after the appli- 
cation of perfume and exposure to 
sunlight. 

B. Coal tar and pitch may produce kera- 
toses and skin cancers.** 

C. Paradoxically, some of the derivatives 
of para-aminobenzoic acid, particular- 
ly the esters of para-aminobenzoic 
acids contained in some of the com- 
mercial suntan preparations, sensitize 
the skin to sunlight.** 

D. Plants** : parsnips, yarrow, meadow 
grass, gas plant, common rue, persian 
lime, and figs. Contact with any of 
these plants followed by sunlight in 
pre-disposed individuals will produce 
a reaction of the skin manifested 
either by blisters and/or pigmentation. 
The chemicals responsible for this 
reaction belong to the furocumarin 
family of drugs; a member of this 
family is used in the treatment of 
vitiligo. 


59 





DERMATOSES AGGRAVATED 
BY SUNLIGHT 


I. Lupus Erythematosus. Both the chronic dis- 
coid forms and the systemic forms may be 
severely aggravated by exposure to sunlight. 
In the systemic form, death may result fol- 
lowing a prolonged sun exposure. 


II. Pellagra is also known to be aggravated 


by sunlight exposure. 


III. Porphyria. This is an inborn fault of 
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metabolism characterized by the excretion 
of abnormal kinds and amounts of porphy- 
rins. These may be detected in the urine 
by the utlilization of the Wood light. The 
porphyrias have been divided into two 
groups by Watson :"4 

A. Erythropoietic Porphyria. In this group, 
symptoms begin in early childhood in 
the form of a bullous eruption on ex- 
posed areas. The urine is red and the 
teeth and bones often are red. The fluor- 
escent material is found in some of the 
normoblasts of the bone marrow. Sple- 
nectomy often is helpful. 

B. Hepatic Porphyria. In contrast to the 
above, the disturbed metabolism of por- 
phyrins is in the liver and not in the 
bone marrow. 

a. Acute Intermittent Porphyria. Sen- 
sitivity to light is not common, al- 
though hyperpigmentation may oc- 
cur. This group characteristically has 
abdominal colic and psychic disturb- 
ances, 

b. Porphyria Cutanea Tarda. This be- 
nign type, so well popularized in 
American literature by Brunsting,’° 
appears initially in adult life and is 
associated with hepatic dysfunction. 
Mild sensitivity to light and trauma 
exists. The latter manifests itself by 
bullae over the sides of the neck and 
the knuckles. Symptoms frequently 
are precipitated by hepato-toxins 
(alcohol and barbiturate). 

ce. Mixed types. A combination of a 
and b. 


d. Latent Porphyria. The urine of 
these persons, who are symptom free, 
contains abnormal porphyrin. 


IV. Bacterial Skin Infections such as infec- 


tious eczematoid dermatitis and seborrheic 
dermatitis can be aggravated by sunlight 
exposure. Koebner’s phenomenon in lichen 
planus and psoriasis may result from in- 
tense sunlight. 


V. Vitiligo and Albinism. 


VI. Pityriasis Rubra Pilaris and Neratosis Fol- 


licularis. New lesions may develop in areas 
exposed to sunlight. 
SUMMARY 


Enumeration, prevention, and management ot 


many dermatoses caused or aggravated by sun- 


light have been given. 
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Serotonin 


Ear P. Benopitt, M. D., AssociaTE PROFESSOR OF PATHOLOGY, UNIVERSITY OF CHICAGO 


Dr. Benditt: Serotonin was discovered more 
than 40 years ago. It was found that serum had 
a vasopressor and muscle stimulating action 
which over the years was traced to the platelets. 
In the 1940’s Erspamer in Italy demonstrated a 
substance with similar properties in the salivary 
glands of the octopus, the skin of amphibians, 
and the gastrointestinal tract of all vertebrates 
except a few fishes. This material he named 
“enteramine”. He made the further association 
of enteramine with the enterochromaffin or 
argentaffin cells. 5-hydroxytryptamine was ex- 
tracted and identified by Rapport and co-workers 
in an intriguing bit of biochemical detection. Ii 
was subsequently synthesized by two groups of 
investigators in the pharmaceutical industry. 
When the synthetic material became available, 
if was quickly shown that enteramine and sero- 
tonin were identical. 
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Figure 1. Source and metabolism of serotonin. 
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Serotonin is derived in the animal body from 
tryptophane. In Figure 1 are shown the probable 
intermediates in the reaction: Tryptophane is 
converted to 5-hydroxytryptophane. The enzyme 
system for this step has not yet been located or 
characterized. The 5-hydroxytryptophane is then 
decarboxylated to the amine, serotonin. The en- 
zyme system for this step is present in liver, 
kidney, gastrointestinal tract, and brain of sev- 
eral species now examined. Finally serotonin is 
oxidatively deaminated by a monamine oxidase 
and the resulting 5-hydroxyindole acetic acid 
is exereted in the urine. A man normally ex- 
cretes daily about 10 mg. of 5-hydroxyindole 
acetic acid in his urine or an amount equivalent 
to about 2% of his tryptophane intake (i.e., 500 
mg/day). In patients with malignant carcinoids 
the daily excretion of 5-hydroxyindole acetic 
acid may rise as high as 500 mg. 

Serotonin is widely distributed in biological 
organisms. In addition to its presence in plate- 
lets, the gastrointestinal tract of vertebrates, the 
salivary glands of the octopus, and the skin and 
venom glands of toads it has been found in brain, 
particularly in the hypothalamus, by us in the 
mast cells of the rat, in the venom glands of the 
wasp, and in the spicules of the cowhage which 
are used as itching powder. 

The effects of serotonin when injected into 
the mammalian body are manifold: It elevates 
blood pressure after transient lowering; causes 
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a peculiar flushing; it is supposed, but not 
proved, to operate in the hemostatic mechanism ; 
it is said to be an antidiuretic principle. The 
most recent function ascribed to it is that of a 
neurohumor and perhaps one important in the 
manifestations, if not the mechanism, of some 
of the psychoses. 

Our studies on serotonin began in a discrepan- 
cy between the expected and the actual outcome 
of an experiment: we have been investigating 
the mechanism of egg-white edema in rats using 
this phenomenon as a model for the hyperemic 
edematous reactions commonly seen in many in- 
flammations. We had found that the injection of 
egg-white, or its ovomucoid fraction produced 
disruption of mast cells and release of their con- 
tained histamine. (Figure 2) Following a single 
large dose of ovomucoid the majority of mast 
cells were damaged and the tissue histamine 
dropped to a low level. In spite of this a second 
dose of ovomucoid elicited the maximal edema- 
tous response. It occurred to us that serotonin 
might be present in the tissue along with hista- 
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mine. Despite the fact that the emphasized ac- 
tion of serotonin was vasoconstrictor we tried it 
and found, to our surprise, that it had much 
more potent capacity than histamine, in the rat, 
to cause increased capillary permeability: an 


equivalent reaction in the skin of the rat. is 
caused by 1 gamma per ml. of serotonin and 
200 gamma per ml. of histamine. (Figure 3.) In 
a subsequent series of experiments we were able 
to show that serotonin is present in the skin of 
rats in association with histamine and mast cells 
and we have in addition been able to extract 
histamine and serotonin from isolated rat mast 
cells. There is about 1 part serotonin to 2+ 
parts of histamine. By using a pharmacologic 
antagonist of histamine (neoantergan) and an 
antagonist of serotonin (dibenamine), each hav- 
ing a specific effect, we were able to show that 
both histamine and serotonin were released or 
activated when ovomucoid and other agents 
(dextran, 48/80, and testis extract) caused dam- 
age to mast cells. Furthermore appropriate con- 
centrations of serotonin and histamine in the 
ratio of 1:24 injected subcutaneously in the rat 
mimicked the effects of the mast cell damaging 
agents. Neither serotonin nor histamine was 
found to cause damage to. mast cells. These ex- 
periments open the possibility that serotonin 
may participate along with other things, includ- 
ing histamine, in the development of the hy- 
peremia and edema of inflammation. 

Serotonin is associated with enterochromaffin 
cells ; enterochromaffin cells are present through- 














¥ 

: 8 
Ww J 
& 6 
> = HE oovomucoio 
w +} 06) :snistamine 
> = 
2 =1 [£3 5-xyvoroxy- 
= eB TRYPTAMINE 
i =—7 
z 
ns 2 
w = 
2 = + = STANDARD 
g = ERROR FOR 6 
° DETERMINATIONS 
tad 
< 
= 
Ww 
(=) 
mag 

-2 1! CONTROL DIBENAMINE  PYRILAMINE poem * 

Compatison of the edema produced by ovomucoid 50 yg /ml., histamine 200 
ug./ml., and 5-hydroxytryptamine 1 yg./ml., and also the inhibition of edema produced by 
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Figure 3 Reproduced, with permission of the editor 
and publisher, from THE JOURNAL OF EX- 
PERIMENTAL MEDICINE 102: 309-412, 1956. 
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out the gastrointestinal tract of most mammals 
and are the constituent cell of carcinoid tumors. 
These cells give a number of characteristic histo- 
chemical reactions of which the following four 
are most commonly used: (1) they turn brown 
with chromate; (2) they reduce amine silver 
solutions directly at mildly alkaline reactions; 
(3) they yield bright reddish-orange colors with 
diazonium salts and (4) they fluoresce yellow- 
green in ultraviolet light after formalin fixation. 
These reactions are also given by serotonin and 
5-hydroxytryptophane and are mainly the reac- 
tions of the 5-hydroxyindole ring structure. 

It has been shown recently that reserpine re- 
leases serotonin from the gastrointestinal tract 
and brain of rabbits. We, therefore, examined 
the stomachs of rabbits and the duodenums of 
guinea pigs for serotonin by extraction and assay 
and histochemically for enterochromaffin cells. 
Within four hours following the intraperitoneal 
injection of 5 mg/kg of reserpine the serotonin 
content of the guinea pig duodenum dropped 
from an average value of 20 gamma/ gm. to 2 
gamma/gm.; the stainable enterochromaffin 
cells were reduced from 18/high power field to 
3/high power field. By four days following the 
single injection the cell counts and serotonin 
levels returned to normal. These findings are 
consistent with the notion of Brodie and Uden- 
friend that reserpine may act by lowering the 
tissue content of serotonin. It also is consistent 
with the idea that the argentaffin material of 
the enterochromaffin cells is serotonin or a close 
relative. 

We have also been able to show that the tran- 
quilizing drug, chlorpromazine, is an antagonist 
to serotonin in vivo and in vitro in rats. This 
may be an important part of its mechanism of 
action. 

Much remains to be discovered about seroto- 
nin, its derivation and its physiological and 
pathological interactions. Several compounds of 
related chemical structure have been found to 
produce behavior changes in mice. Lysergic acid 
diethyl amide (L.S.D.) produces hallucinations 
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and schizoid manifestations in man. In animals 
it has been shown to antagonize certain effects 
of serotonin. When the current flurry of excite- 
ment dies down and more sound and verifiable 
information is at hand we shall be able to assess 
better the role of these several agents in biology 
and medicine. 

Dr: Robert J. Adolph (Assistant in Medi- 
cine): Right heart failure and right sided ana- 
tomical alterations are frequently seen in pa- 
tients with malignant carcinoid tumors. Would 
you comment upon the pathogenesis of the cardi- 
ac changes in this syndrome? 

Dr. Benditt: Serotonin is capable of causing 
pulmonary hypertension. Pulmonary hyperten- 
sion might be the cause of the cardiac changes, 
at least in part. As yet the exact mechanism is 
unknown and this is pure speculation. 

Dr. Robert J. Kaiser (Instructor in Medi- 
cine): Do your studies suggest any mechanism 
for the pressor action of serotonin ? 

Dr, Benditt: No, they do not, Furthermore, 
I don’t feel that our studies on serotonin, con- 
fined as they have been to special systems, allow 
us to generalize wildly on its other systemic 
effects. 

Dr. Robert M. Kark (Professor of Medicine) : 
What is the effect of ovomucoid injections on 
the platelets of the rats ? 

Dr. Benditt: We have examined these ele- 
ments following i.v. ovomucoid and found no 
depression but some apparent rise and no depres- 
pression of serotonin content. 

Dr. Kark: Are the mast cells in the rat iden- 
tical with so-called basophils? 

Dr. Benditt: Some anatomists are inclined to 
separate tissue mast cells and blood basophils. 
My own current stand is that these are very 
similar, if not identical cells. 

In closing I wish to acknowledge the generous 
support of this work by grants from the U.S.P.- 
H. S. (#¢H-2141), The Illinois Department of 
Welfare, and The American and Chicago Heart 
Associations. 
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Obstetrical Anesthesia in 


The Non-Teaching General Hospital 


W. R. Freeman, M.D., CHAMPAIGN 


Hk literature on obstetrical anesthesia is 

voluminous but this paper discusses the prob- 
lem particularly from the aspect of non-teaching 
general hospitals in smaller urban areas where 
qualified anesthesia personnel are available only 
for emergencies or operative deliveries. 

The pain of labor is real and the obstetrician 
is obligated to alleviate discomfort within the 
limits of safety for mother and fetus. Safety is 
the crux of the problem, as most anesthesia 
agents will provide adequate relief. 

Merrill and Hingston recently reported that 
a survey of 218 major maternity centers 
throughout the United States which deliver 
more than 2,000 babies annually, revealed 66 
maternal deaths and 8 ensuing fetal deaths in 
utero resulting from inhalation of vomitus dur- 
ing obstetric anesthesia induction. The most com- 
mon offender was ether alone; nitrous oxide 
ranked second. These deaths occurred in the 
five year period 1948-1953 and were proved by 
autopsy findings. 

Hillman and Hingston? report that maternal 
deaths resulting from or relating to anesthesia 
are in fifth place, just after heart disease as a 
contributor to maternal mortality. 

In downstate Illinois, reporting through the 
Bureau of Maternal and Child Health, 18 deaths 
were attributed to obstetrical anesthesia in the 
five year period, 1949-1954, Inhalation anes- 
thesia caused 14 deaths of which 10 resulted 
from aspiration of vomitus. Nitrous oxide and 
cyclopropane, cyclopropane alone, ethylene, open 
drop ether and combinations of these agents 
were incriminated, One death was due to caudal 
anesthesia and two to spinal but one due to 
spinal also received ether. One death was due to 
Pentothal® and d-tubocurarine, Ten deaths were 
associated with vaginal delivery, seven with 
cesarean delivery, and one with ruptured ectopic 
pregnancy. 





Presented before the Obstetrical Section, 115th Annual 
Meeting, Illinois State Medical Society, Chicago, May, 
1955, 
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The same type statistics are not available for 
Chicago and the only information made avail- 
able to us was the cause of death as given on 
the death certificates, as reported by the Chicago 
Board of Health. Four deaths were listed as 
due to anesthesia during the same 5 year period ; 
two in 1949, one in 1950, and one in 1951. We 
were unable to determine the agent used, type 
of delivery, or the time of death in relation to 
the anesthetic administered. Six obstetrical 
anesthetic deaths were reported for Chicago in 
1954 and one in the first quarter of 1955. 

No attempt has been made here to assess the 
number of fetal deaths resulting from anesthesia. 

Twenty-two deaths in Illinois in 5 years at- 
tributed to anesthesia make the generally un- 
satisfactory status of anesthesia in obstetrics all 
too apparent. If this is a problem in maternity 
centers where, in many instances, the entire 2+ 
hour period is covered by trained anesthesia 
personnel, it is a far greater problem for those 
of us practicing in the smaller urban areas in 
non-teaching hospitals. 


The Annual Summary of the Department of 
Public Health listed the following data for 
Illinois in 1953: 


17 hospitals with under 100 deliveries a year 


29 «CO ” 100-249” . 
ad * 250-499 ” * 
53” ” 500-999” ” 
ba ti«‘ * —-1,000-1,999” ” 
ys *» 2.000-4,500 =” ” 


Of the states’ total of 197,458 babies in 1953, 
57,391 were delivered in hospitals with less than 
1,000 total deliveries annually. In most of these 
deliveries the obstetrician was responsible for 
providing anesthesia as well as obstetrical care, 
as trained anesthetists or anesthesiologists usual- 
iv are available only for emergencies or opera- 
tive deliveries in the smaller institutions. In the 
circumstances, the obstetrician either must de- 
pend upon the circulating nurse or other un- 
trained persons for some type of inhalation anes- 
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thesia for routine patients, or he must choose 
some type of local or conduction anesthesia 
which he can administer to give adequate relief 
of pain while preserving the welfare of the 
mother and infant. 

For the past nine years the obstetrical depart- 
ment of the Christie Clinic has been conducting 
prenatal instruction classes for expectant par- 
ents, one of which is devoted to presenting a 
black and white film entitled “Normal Delivery,” 
suitably edited for lay consumption. This film 
is one of a normal delivery, using pudendal anes- 
thesia. Supplementary remarks by one of us 
explains the problems of anesthesia and delivery. 
The importance of relaxation during the first 
stage of labor is stressed and a few simple ex- 
ercises in preparation for labor are given. 

In our experience, the few hours devoted to 
these classes have been gratifying in that pa- 
tients understand more completely the physi- 
cian’s problems in obstetrics, more particularly 
in regard to anesthesia, and these women are 
far more co-operative than those who have not 
attended the classes. Admittedly, at the incep- 
tion of this program, there was some feeling that 
we were pampering the patients and wasting 
valuable time. We now consider this instruction 
an integral part of prenatal care and believe it 
to be instrumental in obtaining patient co- 
operation and acceptance of the preferred types 
of analgesia and anesthesia. 

A brief discussion of agents used for analgesia 
and anesthesia seems indicated. Our patients 
usually receive Seconal® 200 mg. (gr. iii) when 
dilatation of the cervix to three to four em. has 
occurred, This may be followed with Demerol® 
100 mg. when needed. Demerol usually is not 
repeated more than once but patients delivered 
under pudendal block are better controlled if 
they have received Demerol during the first 
stage of labor within two to three hours of 
delivery. 

Scopolamine is not used. Inhalation anesthesia 
is used infrequently because of lack of trained 
personnel and because of the inherent dangers 
associated with the improperly prepared pa- 
tient. Management of deliveries with the pa- 
tients awake and co-operative has been more 
satisfactory than keeping the patient in a semi- 
conscious or unconscious state with general 
anesthesia. 
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Trichlorethylene (Trilene®),  self-adminis- 
tered, is useful in many instances near the end 
of the first stage of labor and occasionally for 
rapidly progressing multigravida during the 
second stage. Trilene frequently is useful to 
supplement pudendal block as in a difficult for- 
ceps delivery. Trilene should always be self- 
administered. The mask should not be held in 
place by a nurse or assistant. Deepening of the 
anesthetic beyond the first plane of surgical 
anesthesia is. characterized by bradycardia or 
irregular heart action and by the onset of curi- 
ously rapid, shallow respirations. 

Ether, by open drop occasionally is used with 
contractions in rapidly progressing multigravida 
during delivery, more for psychological reasons 
than for anesthesia. Ether anesthesia usually is 
indicated when uterine relaxation is required, as 
in the rare version and extraction or for manual 
removal of the placenta. It often contributes to 
excessive loss of blood. 

Cyclopropane and oxygen are used in cesarean 
section if shock or hemorrhage is present or 
pending. In these cases we endeavor to have the 
infant delivered within 10 minutes of induction 
of anesthesia. Our pediatricians have more in- 
fants to resuscitate when cycloprepane is used 
and they, as well as the obstetricians, prefer con- 
duction anesthesia for cesarean section. 

All the precautions of grounding and approved 
electrical wiring must be constantly observed 
with cyclopropane. Pituitrin should not be used 
because of the danger of cardiac irregularities, 
leading to ventricular fibrillation. 

Greenhill® particularly has been urging the 
use of direct infiltration anesthesia for years, as 
the safest of all types of anesthesia. 

It was not until the introduction of Xylo- 
caine,® an agent that diffuses widely and rapid- 
ly through the tissues, that the use of pudendal 
nerve block became more dependable and _ less 
likely to fail because it was no longer necessary 
to be absolutely accurate in injecting the pu- 
dendal nerve to achieve good results. Since pu- 
dendal block has much merit, it might be useful 
for us to review the technique briefly. 

The excellent paper by Klink* from which 
diagrams and excerpts are reproduced in the 
1953-54 Year Book of Obstetrics and Gynecology 
ix recommended to those interested. 

Technique: The five inch 20 needle of a syr- 





inge containing 10 ce. of 1% Xylocaine is in- 
serted through the perineum between the ischial 
tuberosity and the anus, somewhat nearer the 
anus than the tuberosity and advanced through 
the ischiorectal fossa toward the posterior sur- 
face of the ischial spine. 

Guided by the finger in the vagina, the needle, 
as it approaches the ischial spine is pushed pos- 
terior to the tip by the guiding finger. If prop- 
erly placed in the pudendal canal the needle can 
be pulled back and forth slightly without resist- 
ance. Aspiration is made to verify the position 
outside of the pudendal vessels. 

Three or four cc. are deposited beneath the in- 
ferior tip of the spine, then advanced to the supe- 
rior tip and 3 or 4 ce. injected. It is then ad- 
vanced beyond the spine and 4 cc. injected to 
block the hemorrhoidal branch and the posterior 
femoral cutaneous nerve. This is repeated on the 
opposite side. Anesthesia is adequate in five or 
10 minutes and persists for 30 minutes or longer. 
Sensitivity to Xylocaine is rare. It has the ad- 
vantage of being readily prepared, yet dissem- 
inates through the tissues as well as solutions 
with hyaluronidase added. There is no apparent 
effect on uterine contractions as there may be 
with the use of preparations to which epinephrine 
is added. 

Considerable manipulation can be carried out 
when necessary. Episiotomy and forceps when 
necessary or Piper forceps to the after coming 
head in breech may be readily accomplished if 
reasonable gentleness with manipulation is ob- 
served. Fewer forceps deliveries are necessary 
than with saddle block or general anesthesia as 
the patient is completely co-operative and mus- 
cle tone is unaffected. . 

For the patient with a lower pain threshold 
or where delivery is moderately difficult, self- 
administered Trilene usually is all that is needed 
additionally to complete delivery, after which 
repair may be completed with local anesthesia. 

Pudendal block is excellent for breech deliver- 
ies and for uncomplicated cephalic presentations. 
It is contraindicated in patients with a history 
of sensitivity to local anesthetics and in cases of 
massive dermatitis and furunculosis of the peri- 
reum. 

Saddle block has been used by us since 1946 
according to the technique orginally described 
by Adriani®. Our group has used heavy Nuper- 
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caine® in hyperbaric solution over 2,400 times 
for delivery, giving the spinal with complete 
dilatation in the primigravida and usually when 
eight cm. to complete dilatation if used in multi- 
gravida. A single injection is used and not re- 
peated. Spinal headache has been the predomi- 
nant complication but its frequency has de- 
creased as the technique has improved. There 
were four extensive perineal hematomas which 
were not detected early because of prolonged 
perineal anesthesia. Persistent occiput posterior 
positions requiring rotation were more frequent. 
Others have reported serious neurological com- 
plications and maternal deaths have been at- 
tributed to the spinal technique. 

In elective cesarean section, where there is no 
question of shock, hemorrhage or hypotension, 
low spinal is preferred to general anesthesia and 
is given by single injection. It usually is possible 
to restrict the level of anesthesia to within 2 cm. 
above the umbilicus, or within the 9th thoracic 
segment. Ephedrine 25 mg. is given intraven- 
ously at the instant the spinal injection is made 
to combat hypotension, and 100% oxygen is ad- 
ministered. No sedation is given preoperatively. 
Pentothal sodium intravenously usually is used 
after the cord is clamped. 

One of the chief disadvantages to spinal anes- 
thesia is patient resistance and the tendency for 
patients to attribute unrelated symptoms such 
as backache occurring days to weeks later, to the 
spinal technique. Our use of saddle block has 
decreased as our use of pudendal block has in- 
creased. We are attempting to relegate spinal 
block to patients where a difficult delivery is an- 
ticipated. 

Saddle block, properly administered with due 
regard for contraindications has, in our hands, 
provided satisfactory relief of pain without seri- 
ous fetal or maternal consequences. 

SUMMARY 

The problem of providing obstetrical anesthe- 
sia which is effective yet safe for mother and 
fetus is difficult to solve, particularly in the non- 
teaching general hospital where full-time anes- 
thesia service is not available. 

It behooves the physician whose practice is 
either partially or completely devoted to obstet- 
rics to familiarize himself thoroughly with the 
anesthetic methods of his choice as he has a 
double responsibility to fulfill. 


The danger of inhalation anesthetics has been 
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stressed; the advantages and disadvantages of 
spinal anesthesia have been reviewed. 

From the standpoint of providing an effective, 
safe, simply administered second stage anesthetic 
for delivery, pudendal block has proved to be 
closer to the ideal for general usage. 


The other side of Freud 

Freud had a hard life and the suffering it 
entailed left a mark on him in more ways then 
one. The first part of his life was spent in dire 
poverty, even at times to the point of hunger. 
When his practice improved he had to support 
several people besides his wife and children. 
Later, the inflation that followed the first world 
war swallowed up all his savings and insurances, 
so that he had to start again in old age. His 
work met as bitter an opposition as has fallen 
to the lot of any pioneer in science. He was re- 
viled as either an evil-minded villain or some- 
one with a diseased brain pretending that his 
own delusions were clinical observations. A chap- 
ter of the calumnies directed against Freud 
personally and his work would be long indeed, 
nor is it even yet at an end. He bore all this 
hostility with considerable fortitude and never 
deigned to reply to it in public; in private he 
even derived a certain amount of amusement 
from the more extreme examples. I remember 
his remarking once: “My opponents may abuse 
my doctrines by day, but I am sure they dream 
of them by night.” 

Freud, therefore, had no reason to think of 
life as something easy. It was something to be 
endured and any enjoyment or happiness was a 
bonus, not something one had an inherent right 
to expect. He certainly was not a spoilt child. 
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Nor did his experiences give him a high opinion 
of mankind’s moral nature. Much of what passes 
as such was the product of fear and hypocrisy, 
and only the exceptional few were good through- 
out. This attitude was strengthened by an in- 
nate optimism which made him unduly disap- 
pointed when closer contact revealed imperfec- 
tions in his friends or acquaintances. It also was 
related to a very surprising feature in Freud 
— that he was a notoriously poor judge of men. 
His estimate of them tended to be black or 
white despite his intellectual knowledge of their 
complex grayness. Freud had many good person- 
al friends, both those associated with his work 
and others. But not all of the former were able 
to face the conclusions that follow from deep 
psychoanalytic investigation. Three or four of 
those near to him, on whom he had counted a 
good deal, turned away and repudiated the con- 
clusions they had previously accepted and ex- 
pounded. They were then able to enjoy success- 
ful careers on the basis of rejecting Freud’s sex- 
ual theories, and the general public welcomed 
them with a sense of relief at being rescued 
from Freud’s displeasing ideas. Such events 
were inevitably a source of deep disappointment 
to Freud but it would be untrue to say that they 
caused him any serious distress. Emnest Jones, 
M.D. Freud and his Achievements. Brit. M. J. 
May 5, 1956. 
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Pericardial Cysts: 


Report of Three Cases 


LEOPOLD R. DE ALVARE, M. D., CuHicaco 


ERICARDIAL cysts form a small but in- 
teresting group among the many varieties of 
mediastinal cysts. Review of the literature re- 
veals 54 reported cases of this type of cyst. The 
purpose of this paper is to report three additional 
cases and briefly review some aspects of the sub- 

ject. 
TYPE DIAGNOSIS 

Since pericardial cysts are almost invariably 
completely symptomless, they usually are dis- 
covered as an incidental finding during X-ray 
examination of the chest. The vague, nonspecific 
symptoms that prompted radiological examina- 
tions in cases 1 and 3 had no relationship to the 
actual condition. 

Physical examination is likely to be negative, 
even after the position of the cyst has been dis- 
covered by X-ray examination. This is due to 
the central location in or adjacent to the medi- 
astinum. 

Roentgenological examination of the chest by 
fluoroscopy and by posteroanterior and lateral 
films of the chest is essential for the localiza- 
tion of these cysts. They appear as a sharply 
circumscribed, round, or oval radiopaque masses. 
The cysts generally are anterior in location with- 
in the mediastinum‘, frequently lying in the 
cardiophrenic angle. 

Occasionally the cysts occur higher in the 
mediastinum as in Case 3 and as reported by 
others***, Proof of attachment to the pericar- 
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dial saxe might be gained by observation of 
movement of the mass with each heart beat, 
or by diagnostic pneumothorax as has been men- 
tioned*?”, 

Differential diagnosis must include all of the 
mediastinal cysts, such as teratoma (dermoid), 
bronchial cysts, duplications of the gastrointes- 
tinal tract, and cystic hygroma. Solid tumors 
of the mediastinum may be confused with these 
cysts such as lipoma, fibroma, thymoma, and 
lymphoma. Tumors originating from the an- 
terior chest wall (chondroma) might give a 
similar picture. Primary tumors of the lung or 
pleura arising adjacent to the cardiophrenic 
angle must be considered, and care must be 
taken to rule out primary neoplasms elsewhere 
that might metastasize to this region. 

TREATMENT 

As with any unexplained mass elsewhere in 
the human body, accurate diagnosis usually re- 
quires exploration and microscopic study of the 
lesions directly. We might presume that surgery 
might be withheld because of lack of symp- 
toms and apparent good health of the patients 
and because of the predilection of benign tumors 
for the cardiophrenic angle. This would be an 
unfortunate choice since not only would the doc- 
tor and patient be plagued with the worry of 
uncertainty but an otherwise curable malig- 
naney might be overlooked. 


Thoracotomy would always be indicated un- 
less examinations revealed a mass to be a com- 
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Figure 1—Posterior-anterior X-ray examination of 
the chest in Case 1 shows a rounded, radiopaque 
shadow at the right cardiophrenic angle. 


ponent of a widespread process where surgery 
would be inadvisable**. 

The gross appearance of the cyst is so typical, 
there usually is little question as to the diag- 





Figure 3—Posterior-anterior X-ray film of the chest 
in Case 2 shows a small mass in the right cardio- 
phrenic angle. 
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Figure 2—Lateral X-ray picture locates the mass 
in the anterior mediastinum. 


nosis at surgery. Complete removal of the cyst 
wall is necessary to prevent it from reforming. 
PATHOLOGY 

A pericardial cyst is typically a solitary, uni- 
locular cyst with a thin translucent wall often 
giving it a bluish appearance. The content is 
always a crystal clear, colorless, watery fluid. It 
sometimes is attached by a pedicle (Figure +). 
Most commonly it is located at the right cardio- 
phrenic angle (Figures 1 and 3) but may be 
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Figure 4—Operating room photograph of the cyst 
in Case 2. Cut end of the 6th costal cartilage is 
seen at the right. The pericardium is behind the 
cyst and the cyst rests on the diaphragm with its 
stalk indicated by the hemostat at the cardiophrenic 
angle. 
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Figure 5—Microscopic section in Case 2. A single 
layer of flattened cells line the cyst. The stroma is 


made up of loose areolar tissue. 





Figure 6—Posterior—anterior X-ray examination of 
the chest in Case 3 shows the circumscribed mass 
extending outward from the upper right heart 
border. 
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located at the left cardiophrenic angle or higher 
in the anterior mediastinum (Figures 6 and 7.). 
Microscopically, the wall (Figure 5) consists 
of loose fibrous tissue lined by a single layer 
of flattened epithelial cells. The nature of the 
lining membrane differentiates the various types 
of cysts such as bronchial and dermoid. 
PATHOGENESIS 
Most of the theories explaining the occur- 
rence of these cysts are based on embryological 
development. No single theory has been uni- 
versally accepted, but each will be mentioned. 

1. Mesenchymal lacunae in the mediastinum 
may persist and grow into an_ isolated 
cyat.** 

2. Cysts located at the anterior cardiophrenic 
angle might be due to a persistence of the 
pericardial recess.”° 

3. Another theory suggests their formation at 

a later stage’?*°. In the 15 mm. embryo the 

primitive pleural cavity forms and extends 

ventrally between the mesoderm of the 
pericardial cavity and the ectoderm of the 
primitive thoracic wall. Unequal growth 





Figure 7—Lateral view of the chest in Case 3 lo- 
cates the rounded mass in the anterior mediastinum. 
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rates might produee abnormal folds and 
give rise to mesothelial cysts. 

4. The persistence of an infracardiac bursa 
also has been suggested as a possible ori- 
gin’’, though this would explain the cyst 
on the basis of a subdiaphragmatic defect. 

Case No. 1: J. W., a 34 year old, colored male, 
was admitted to St. Francis Hospital, Peoria, 
December 4, 1950.* Symptoms consistent with 
an occasional asthmatic attack and palpitation 
prompted X-ray studies of the chest in 1949. At 
that time a mass was noted in the right cardio- 
phrenic angle. Physical examination revealed 
nothing abnormal. Roentgenograms on admission 
(Figures 1 & 2) revealed that the mass had in- 
creased in size. 

Under cyclopropane endotracheal anesthesia, 
the right pleural cavity was entered through 
the bed of the 8th rib. A large cyst was found 
lying in the anterior chest at the cardiophrenic 
angle and extending anteriorly to the pericar- 
dium to which it was adherent. The cyst was 
thin walled and contained clear, colorless fluid. 
The entire cyst was removed and the chest was 
closed with catheter drainage. Recovery was un- 
eventful and the patient was discharged on the 
10th postoperative day. 

Pathological examination reported a 7.5 x 
3 cm. cyst whose wall was formed by a delicate 
membrane which was almost transparent in sey- 
eral areas. The cavity appeared to be somewhat 
loculated. Microscopie sections showed that the 
cyst cavity was lined by a single layer of flattened 
epithelial cells. The remainder of the wall was 
inade up of loose areolar tissue only . 

Case No. 2: M. S., a 62 year old, white female, 
was admitted to Grant Hospital, Chicago, Sep- 
tember 26, 1950.** She had no symptoms, but 
X-ray examination done by a mobile unit at a 
county fair reported a mass in the right lower 
lung field. Physical examination was noncon- 
tributory and an electrocardiogram write out was 
normal. Roentgenograms of the chest showed the 
round shadow near the right cardiophrenic angle 
anteriorly (Figure 3). 

Under ether endotracheal anesthesia, the right 
chest was opened through a small anterior in- 
cision in the sixth intercostal space. A lime 
sized, thin walled cyst was found attached to 





*from the Surgical Service of Dr. Charles D. Branch 
**from the Surgical Service of Dr. William L. Riker 


for August, 1956 


the cardiophrenic angle by an inch long narrow 
stalk (Figure 4). It contained crystal clear fluid. 
The stalk was transfixed and ligated and the 
cyst removed. The chest was closed with drain- 
age. ‘The postoperative course was uneventful, 
the patient leaving the hospital on the 11th 
postoperative day. 

Pathological examination reported a 7.5 x 
3 cm. cyst whose wall was formed by a delicate 
wall. The inner surface was smooth and glisten- 
ing. Microscopic sections showed the cyst wall 
consisted of a single layer of fiattened epitheliai 
cells with scanty stroma (Figure 5). Beneath 
this was areolar tissue with some areas contain- 
ing dense collagen tissue. 

Case No. 3: I. R., a 48 year old, white 
female was admitted to Grant Hospital, Chi- 
cago, September 17, 1952.* Because of vague 
complaints of weakness, tiredness, and slight 
chest pain. X-ray examination of the chest had 
been done and showed a mediastinal mass. Phys- 
ical examination was normal except for a blood 
pressure of 180/95. Bronchoscopy revealed no 
abnormalities. Roentgenograms of the chest re- 
vealed a large mass in the upper anterior medi- 
astinum extending into the right pleural cavity 
(Figures 6 & 7). 

Under ether-oxygen endotracheal anesthesia, 
the right pleural cavity was entered through the 
bed of the fourth rib. A cystic mass approximate- 
ly 8 cm. in diameter was lying in the superior 
anterior mediastinum. It contained several hun- 
dred ce. of watery clear fluid. The cyst bulged 
laterally, angulating the superior vena cava and 
pushing the phrenic nerve anteriorly. A small 
portion extended behind the vena cava just 
superior to the azygos vein. The entire cyst was 
removed and the chest closed, using catheter 
drainage. Recovery was uneventful and _ the 
patient was discharged from the hospital on the 
eighth postoperative day. 

Pathological examination reported a cyst wall, 
measuring 7 cm. x 15 em. with a gray, trans- 
lucent appearance. The inner surface was smooth 
and glistening. Microscopic sections revealed the 
wall was composed of areolar and collagen con- 
nective tissue with many small blood vessels. 
The only remnant of an inner layer were scat- 
tered collections of flattened cells, presumably 
of mesothelial origin. 
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SUMMARY 
1. Three new cases of pericardial cysts are 


presented. 

2. They represent examples of the different 
varieties : topographical or anatomical (low 
and high mediastinal; with and without 
pedicle). 

3. The pathology, diagnosis, pathogenesis, and 
treatment are discussed. 

The author would like to express his appreciation 
to Dr. Wm. L. Riker, Dr. Hiram T. Langston, and 
Dr. Chas. D. Branch for their co-operation and help 
in preparing this article. 
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Total medicine, 300 B.C. 

After Silenus had helped himself to some 
cheese before bedtime, he awoke the next day 
with painful indigestion. But Proclops, his 
friend, who had eaten an equal portion, suffered 
no ill effects. Since the cheese had affected each 
man in a different way, Hippocrates reasoned 
that Silenus, the man, was sick and not Silenus’ 
stomach. As it happened, Silenus had spent a 
strenuous day at the gymnasium. He was tired 


and overheated when he ate the cheese. Thus, a 
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surplus of “fire” had upset his humoral balance. 
To correct this Hippocrates advised Silenus to 
avoid strenuous exercises or to cool off before 
eating. If he did not, serious trouble might en- 
sue. Hippocrates knew that the course of any 
disease was determined to a great extent, by 
the patient’s environment and way of life. He 
knew further- that a discordant organ could up- 
set the whole person. “T’o heal even an éye,’”’ he 
contended, “one must heal the head and indeed 
the whole body.” Otto L. Bettmann’s A Pictorial 
History of Medicine. 
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Guillain-Barre Syndrome in Children 


Joun J. MArtno, M.D.,* SALVATORE Motto, M.D.,; AND JOHN 


C. Przypyszny, M.D.,} Cuicaco 


H ioenens I. has been little recorded in the litera- 

ture concerning the use of 2, 3 dimercapto- 
propane (BAL) in the treatment of Guillain- 
Barre syndrome in children; therefore, a case 
report of an 8 year old boy is presented. A briet 
review of the domestic and foreign literature of 
this syndrome in children emphasizes the fact 
that this syndrome is being seen more frequently 
in pediatrics. 

In 1916, Guillain, Barre, and Strohl’ de- 
scribed a neurological syndrome which was 
found among the Allied troops in France, This 
syndrome was characterized by three major find- 
ings: symmetrical flaccid weakness with little 
or no sensory manifestations; spinal fluid find- 
ings of elevated protein with little or no rise 
in cells (cyto-albuminose dissociation) ; and 
complete recovery. It had been Guillain’s belief 
that this syndrome affected individuals between 
the ages of 20 and 50, and was seen rarely in 
the younger and older age groups. However, 
evidence is accumulating in the medical] litera- 
ture which reveals that this symptom-complex 
is much more common in children than Guillain 
had originally believed. 

Fitzgerald and Wood? have stated that 25% 
of the cases occur before 20 years of age. Casa- 
major and Alpert* reported 22 cases in children ; 
nine were under age 5 and four were 2 years 
of age. In a series of 16 cases, Roseman and 
Aring* reported four in children. Howard and 
Friedman’ reported that the general pediatric 
hospital has an approximate incidence of one 
case of Guillain-Barre syndrome in 5,000 admis- 
sions. Review of the foreign literature between 
1942 and 1952 reveals frequent case reports of 
this syndrome in children.*7*%'°"! The syn- 
drome has been reported following mumps, sear- 
let fever, chicken pox, measles, and smallpox 


vaccination.??:19+14 





*Chairman, Department Pediatrics, Resurrection 
Hospital, Chicago. 

+Chairman, Department of Medicine, St. Mary’s of 
Nazareth Hospital, Chicago. } 

{Staff St. Mary’s of Nazareth Hospital, Chicago. 
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Baker” has reported there is no predilection 
for either sex. He noted that the disease tends 
to appear mainly in the winter and summer 
months, although cases are known to occur 
throughout the year. In his series, the youngest 
child affected with this syndrome was 114 years 
of age. 

The classical symptoms in children do not 
seem to differ from those in adults. The onset 
usually is preceded several days or weeks by an 
upper respiratory infection. Mild headache and 
vague pains in the back and the legs are the first 
complaints. The first neurological manifesta- 
tions may be paresthesias, usually of the lower 
extremities. However, motor involvement gradu- 
ally presents itself, and once it does, the sensory 
changes are rapidly over-shadowed. Motor in- 
volvement is bilateral and fairly symmetrical, 
changes are rapidly overshadowed. Motor in- 
Motor involvement ascends to the arms and may 
even affect the facial nerves, causing facial pa- 
ralysis. Cord involvement in children is rare, 
and adults are more prone to have the facial 
paralysis.*® The reflexes, superficial and deep, 
are diminished and in many cases completely 
absent. he temperature remains normal or may 
be slightly elevated. 

The most important differential aid in this 
syndrome, is the spinal fluid analysis. Guillain, 
in his original work, described the occurrence 
of an elevated protein and a normal cell count. 
Serial spinal fluid examinations may be neces- 
sary before the typical cyto-albuminose dispro- 
portion appears. In Haymaker and Kornohan’s'* 
series of 50 cases, 12 cases did not show eleva- 
tion in the spinal fluid protein. 

Regarding the pathological findings, most in- 
vestigators have found nonspecific degenerative 
changes in the nerve root and peripheral nerves, 
with secondary changes involving the spinal 
cord. There is little pathological material for 
analysis due to the low mortality in children.**** 

The prognosis, according to Guillain, was good 
and he believed all those afflicted with the syn- 
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drome recovered. In 1937, however, he revoked 
his opinion without reservation.*® Most of the 
deaths are due to respiratory failure, when the 
bulbar portion of the brain is affected. Since 
involvement of the bulbar area is rare in chil- 
dren, their prognosis is better than that of the 
adults. The rate of recovery varies from several 
weeks to years, and the reflexes may remain ab- 
sent for many years after full motor power has 
been regained.*? 

The main diagnostic problem in children is 
that of differentiating the Guillain-Barre syn- 
drome from anterior poliomyelitis, postdiph- 
theric neuritis, lead intoxication, and secondary 
neuritities. Anterior poliomyelitis is character- 
ized by a febrile onset and asymmetrical and 
localized involvement of the extremities, whereas 
the Guillain-Barre syndrome usually has an 
afebrile course and the involvement of the limbs 
is symmetrical. The findings of the spinal fluid 
should be of great assistance. 

The diagnosis of postdiphtheric peripheral 
neuritis should be aided by the history of a pre- 
vious diphtheric infection. In this neuritity, a 
cyto-albuminose disproportion may be seen. Lead 
intoxication should be differentiated by means 
of the history of exposure and by the blood find- 
ings. Secondary polyneuritis due to infections 
and toxins should be differentiated by history 
and negative spinal fluid findings. 

Treatment varies since the etiological agent 
is unknown. General belief is that it is due to a 
neurotrophic virus and the accepted therapy is 
supportive, with ample vitamin supplementation, 
thiamin HCL 50-100 gm./day, liver extract, 
bed rest, and physiotherapy. Tracheotomy and/ 
or use of artificial respirators are indicated in 
severe respiratory embarrassment. Furmanski,** 
after treating four cases with 2, 3 dimercapto- 
propane (BAL) in which three recovered and 
one improved, suggests a daily dose of 1.5 mg./ 
kg. of BAL as the clinical picture indicates. 
Von Hagen and Baker?® recommend 2.5 mg./ 
kg. of BAL every-six hours for at least four to 
six days in moderately severe cases. They had 
favorable results in treating 14 out of 15 cases 
with this dosage. The use of ACTH has been 
recommended but its merits are still unde- 


23,24,25 


termined. 

R.C., an 8 year old male child, was well until 
one week prior to hospitalization, when he 
showed symptoms of a mild upper respiratory 
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infection without fever. He became progressive- 
ly anorexic and lethargic, and complained vf 
pain in his lower legs and generalized weakness. 
He became ataxic, walking with a wide gait, and 
complained of nuchal rigidity. 

On admission, the child was ataxic and weak. 
He was unable to lift himself out of the bed 
without difficulty and assumed the “tripod” 
position when sitting. Physical examination re- 
vealed a temperature of 99, pulse 55, and respi- 
rations 16. E..N.'T. examination revealed only 
an injected throat. Heart, lungs and abdomen 
were negative. Neurologically, there was some 
nuchal rigidity. The spine sign for rigidity and 
Kernig’s sign were positive. The deep tendon 
reflexes were diminished in the lower extremi- 
ties. There was weakness and paresthesias of the 
legs. The spinal fluid examination, at this time, 
revealed 73 mgm. protein, no cells, 80 mgm. 
sugar, and 440 mg. chlorides. The Pandy was 
4 plus. 

The blood picture was as follows: RBC 4.11 
million, Hb. 81% - 12.5 gm., C.I. 0.9, WBC 
7,200, 60% neutr. segs., 3% neutro. stabs, 3% 
lymphocytes. 

The urine was as follows: Sp.Gr. 1.005, pH 
7.0, albumin - 0, sugar - 0, acetone - 0, few 
epithelial cells. 

Diagnosis of Guillain-Barre syndrome was 
made, and the child was placed on 100 mgm. 
thiamin HCl/day, 1.5 units of liver extract, 
300 mgm. Terramycin®/day, and an oral multi- 
vitamin preparation. 

The child remained afebrile. The second day 
after admission, he developed a rasping voice 
and had difficulty swallowing. Due to the latter, 
intravenous fluids were given. The superficial re- 
flexes disappeared by the third day. A repeat 
spinal fluid at this time showed 190 mgms. 
protein with three cells. The sugar was 96 mgm. 
and the chlorides, 800. 


On the fourth day, the child suddenly de- 
veloped respiratory difficulty, with some sub- 
costal, intercostal, and supraclavicular retrac- 
tions. By means of postural drainage, copious 
amounts of mucoid phlegm were obtained. At 
this time, a diminished gag reflex was noted. 
The boy continued to have respiratory difficulty 
throughout the day, but with the aid of an as- 
pirator and postural drainage, was kept com- 
fortable. The chest remained clear throughout 
the episodes of respiratory embarrassment. 
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The child after the fourth day began to show 
faint signs of improvement. ‘The swallowing re- 
flexes improved so that intravenous therapy was 
discontinued. The voice retained its rasping 
quality. The reflexes persisted in their absence, 
and the child continued ataxic. 

On the eighth day, all medication was stopped, 
and the child was placed on 1.5 mgm./kg. of 2.3 
dimercaptopropane (BAL): according to Fur- 
manski’s recommendation. He received 37 mgm. 
of BAL daily. He gradually began to show im- 
provement in strength by beginning to sit up 
with less difficulty; the voice became huskier ; 
and, subjectively, the child felt much better and 
began to eat with more desire. He was continued 
on this dosage of BAL for ten days, during which 
time he was strong enough to use the walker 
twice a day for about 10 to 15 minutes. He 
walked by himself for ten feet, but maintained a 
spastic and ataxic gait. By the 16th day, the 
cremasteric reflexes began to return, and each 
day became more active. 

On the 18th day, the dosage was increased to 
2.5 mgm./kg. for a total daily dosage of 55 mgm. 
He was kept on this for three days, when he was 
discharged. The child received in the hospital 
a total of 530 mgm. of BAL without untoward 
effects. 

After six months of supportive therapy at 
home, the child had regained full motor power 
in his extremities. All reflexes were present. 
There were no paresthesias or signs of ataxia, 
and the cranial nerves were intact. The voice was 
of normal quality. The child has no difficulty 
in competing in activities with other children. 
No residual signs of his disease can be detected. 


SUMMARY 

A brief review of the foreign and the domestic 
literature of the Guillain-Barre syndrome in 
children is presented. A report of an 8 year old 
hoy, who was afflicted with this syndrome-com- 
plex, and treated with 2.3 dimercaptopropane 
(BAL), is discussed. BAL therapy did the pa- 
tient no harm; however, how much _ beneficial 
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result was obtained with its use is difficult to 
evaluate in this one instance. 
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EDITORIALS 





John Evans 

John Evans was one of the great physicians 
of the 19th century. He was born in Waynes- 
ville, Ohio, in 1814 and was graduated from 
Lynn Medical College, Cincinnati, in 1838. Dr. 
Kvans practiced medicine in the wilds of Indi- 
ana for six years, where his friendship with 
Abraham Lincoln started. In 1848 he settled in 
Chicago and later became Governor of the Ter- 
ritory of Colorado. 

Evans left his mark wherever he lived and was 
rewarded by having a city in Illinois named for 
him (Evanston) as well as one of the highest 
peaks in the Rockies (Mt. Evans) and a busi- 
ness block and public school in Denver. This 
physician erected the first hospital for the insane 
in Indiana and was co-founder of the American 
Medical Association, the Chicago Medical So- 
ciety, and the Illinois State Medical Society. He 
was one of the organizers of the Hospital of the 
Lakes, which later became Mercy Hospital. In 
addition, he founded the first high school in 
Chicago and inaugurated its present educational 
system. Evans was active in establishing North- 
western University and became the first presi- 
dent of its Board of Trustees. 

This superman opened mines and_ started 
many towns in Colorado, installed street cars in 
Denver, and founded Denver University and be- 
came president of its Board of Trustees. His in- 
terests extended also to railroads; he raised 
funds to build the Chicago-Ft.Wayne Railroad 
which later became part of the great Pennsyl- 
vania system; and the railroad he built from 
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Cheyenne to Denver now is part of the Union 
Pacific. All these accomplishments took place 
while Dr. Evans was an active practitioner of 
medicine and a professor of obstetrics. He gave 
$180,000 to Northwestern University and $150,- 
000 to Denver University. 

The members of the Illinois State Medical 
Society are proud of their founder. We need 
more men of medicine who are willing to give 
their time and money to worthy projects in 
which they believe. 


< > 


Verbal surgery for medical ethics 

Final action on a drastic revision in the word- 
ing of the Principles of Medical Ethics is to be 
taken at the American Medical Association’s 
Clinical Session in Seattle Nov. 27-30. 

The House of Delegates, at the American 
Medical Association’s June meeting in Chicago, 
voted in favor of the proposed revision and ap- 
proved the delay in final action “to allow ample 
opportunity for thorough study on the part of 
members of the American Medical Association.” 
The Principles as proposed consist of a brief Pre- 
amble and 10 sections which succinctly express 
the fundamental ethical concepts embodied in 
the present code. 

Here is the tentative wording of the 10 sec- 
tions: 

“1. The prime objective of the medical pro- 
fession is to render service to humanity with 
full respect for both the dignity of man and 
the rights of patients. Physicians must merit 
the confidence of those entrusted to their care, 
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rendering to each a full measure of service and 
devotion. 

“2. Physicians should strive to improve medi- 
cal knowledge and skill, and should make avail- 
able the benefits of their professional attain- 
ments. 

“3. A physician should not base his practice 
on an exclusive dogma or a sectarian system, 
nor should be associate voluntarily with those 
who indulge in such practices. 

“4. The medical profession must be safe- 
guarded against members deficient in moral 
character and professional competence. Physi- 
cians should observe all laws, uphold the dignity 
and honor of the profession and accept its self- 
imposed disciplines. They should expose, with- 
out hesitation, illegal or unethical conduct of 
fellow members of the profession. 

“5, Except in emergencies, a physician may 
choose whom he will serve. Having undertaken 
the care of a patient, the physician may not 
neglect him. Unless he has been discharged, he 
may discontinue his services only after having 
given adequate notice. He should not solicit 
patients. 

“6. A physician should not dispose of his 
services under terms or conditions which will 
interfere with or impair the free and complete 
exercise of his independent medical judgment 
and skill or cause deterioration of the quality of 
medical care. 

“7. In the practice of medicine a_ physician 
should limit the source of his professional in- 
come to medical services actually rendered by 
him to his patient. 

“8. A physician should seek consultation in 
doubtful or difficult cases, upon request or when 
it appears that the quality of medical service 
may be enhanced thereby. 

“9, Confidences entrusted to physicians or de- 
ficiencies observed in the disposition or charac- 
ter of patients, during the course of medical 
attendance, should not be revealed except as re- 
quired by law or unless it becomes necessary in 
order to protect the health and welfare of the in- 
dividual or the community. 

“10. The responsibilities of the physician ex- 
tend not only to the individual but also to so- 
ciety and demand his co-operation and_ partici- 
pation in activities which have as their objec- 
tive the improvement of the health and wel- 
fare of the individual and the community.” 
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There is the proposed new language of the 
Principles of Medical Ethics and now is your 
chance to express your opinions before a final 
vote is taken. 

< > 


The annual AMA meeting 
in Chicago 

The 105th Annual Meeting of the American 
Medical Association was held in Chicago June 
11-15. The Illinois State Medical Society and 
the Chicago Medical Society were official hosts 
for the meeting. The large array of scientific 
and technical exhibits were shown at the 
Navy Pier, while the dozens of scientifie meet- 
ings were held at the Pier, the University of 
I}linois buildings, and nearby hotels and audi- 
toriums,. 

The dinner for delegates to the AMA, offi- 
cers and distinguished guests, was presented in 
the new Prudential Building, with the 
host societies responsible for the arrangements. 
The Illinois State Medical Society had its offi- 
cial headquarters in the Palmer House, where 
many hundreds of guests were received during 
the meeting. The slogan “The Land of Lincoln” 
was adopted for this occasion and some unusual 
features for the entertainment of the new guests 
were developed. 

A fine array of oil paintings of scenes at New 
Salem in Lincoln’s days were presented, these 
being loaned for the occasion and brought to 
Chicago and installed by representatives of the 
Illinois Department of Public Health. Bronze 
busts of Lincoln were presented to many visitors 
with the compliments of the Illinois State Medi- 
cal Society. The State of Illinois sent thousands 
of pamphlets of the Illinois state parks, and 
historic sites in this state, which were of in- 
terest to the hundreds of visitors. 

The meetings of the House of Delegates were 
held in the Grand Ballroom at the Palmer 
House, and all but one member of the entire 
House membership responded to the roll calls 
for the meetings. As usual, the many reports, 
resolutions ete. were referred to reference com- 
mittees and any member of the AMA was per- 
mitted to attend these hearings and participate 
in the deliberations. 

Another new feature sponsored by the IIli- 
nois State Medical Society was added this year 
when the State Society acted as host for an 
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evening of entertainment at the Hotel Sherman 
for alternate delegates to thee AMA from the 
various states and territorial possessions. The 
meetings of the House of Delegates were of un- 
usual interest and many important actions were 
taken. These will soon appear in the Journal of 
the American Medical Association and should 
be of interest to physicians everywhere. 

Many compliments were received during and 
after the meeting from delegates and other mem- 
bers of the AMA who appreciated the efforts 
of the host societies in the endeavor to assure 
them they are always welcome in Illinois. 

The next annual meeting of the AMA sched- 
uled for Chicago will be in 1960, at which time 
we hope to have the new convention hall operat- 
ing on the lake front which we believe is to be 
the largest convention hall in the nation. 


< > 


Communicable disease control* 

Because of the high rate of poliomyelitis this 
early in 1956, all physicians are urged to con- 
tinue to vaccinate as many children as possible. 

This is the recommendation of the Illinois 
Department of Public Health Poliomyelitis 
Technical Advisory Committee, after reviewing 
the situation that now exists in Chicago, at a 
meeting July 9, 1956. 

1. The proportion of paralytic cases is high 
and spinal paralytic cases are especially high. 

2. The proportion of bulbar cases is low. 

3. Children under 5 years of age have a high- 
er incidence than usual. (This largely represents 
an unvaccinated group.) 

4. There is no satisfactory evidence that polio- 
myelitis vaccine is responsible for the high in- 
cidence of polio in Chicago. 

5. The Committee will continue to study the 
situation and unless you are advised to the con- 
trary, inoculations of poliomyelitis vaccine 
should continue. 

The Committee, however, also recommends 
that the vaccine should not be given to house- 
hold contacts of an acute poliomyelitis case. 

6. The Committee has requested that the II- 
linois Department of Public Health make every 
effort to obtain from every case an acute phase 
stool and blood specimen and a convalescent 
phase blood specimen and submit them to the 
Virus Research Section of the Illinois Depart- 





*Tilinois Department of Public Health 


78 


ment of Public Health Laboratory, 1800 W. 
Fillmore Street, Chicago, for virus isolation and 
antibody titration. 

Physicians are urged to co-operate in obtaining 
these specimens. 

The following statement was released to the 


press : 

“The Poliomyelitis Technical Advisory Com- 
mittee of the Illinois Department of Public 
Health has reviewed in detail the data submitted 
by the Chicago Board of Health and recommends 
that poliomyelitis vaccinations be continued.” 

< > 
Keeping up to date by reading 

That early and invincible love of reading 

which I would not exchange for the treas- 

ures of India. 
Edward Gibbon 

As the historian Gibbon remarked years 
ago, every man has two educations, one given 
him by his teachers and the other, the more im- 
portant, given him by himself. Every physician 
knows of the tremendous advances made in all 
branches of medicine in this century, realizes 
that the expansion is still going on rapidly, and 
appreciates the difficulty of keeping up to date. 
One very important source of information is 
the printed page, and most physicians read 
articles in medical books and medical journals, 
some of them in the form of abstracts. Recently 
Ralph M. Besse, a business executive, pub- 
lished an informative and thoughtful article 
on the philosophy of reading.* He states that 
if you read every day for just fifteen minutes, 
at an average rate of 300 words a minute, you 
will read a million and a half words a year, or 
an average of 20 books. He points out that Wil- 
liam Osler did just about that for he read for 
20 minutes a day, though he may have gone 
over that limit at times. 

Mr. Besse indicates in his article certain pro- 
cedures which help the reader. A desire for read- 
ing, especially about things that you are re- 
sponsible for and get credit for doing, must be 
established. Many physicians have already con- 
tracted such a desire as medical students and 
are particularly interested in all advances bear- 
ing on their field of activity either as general 
practitioners or specialists. It is desirable to 
schedule your time, but this is more difficult for 


*Besse, Ralph M. The Freeman, Jan. 1956. Published by 
the Foundation for Economic Education. Irvington-on-Hudson. 
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doctors than for members of any other profes- 
sion because of unpredictable emergencies. As a 
matter of fact you can read almost any time 
and any place, even in the bathroom, when you 
have a few spare minutes. Mr. Besse advises 
reading more than one book at a time because 
moods and degrees of fatigue vary. When you 
are fresh you can read the more serious or tech- 
nical literature and when tired the lighter ma- 
terial. Aside from information that you pick up 
at medical meetings and by informal chats with 
others, you learn from experience and by think- 
ing things out yourself. But, after all, publica- 
tions of various kinds are the most complete, 
the most available, the cheapest and the quick- 
est sources of new knowledge. So, as Mr. Besse 
suggests, try to read only the best books and 
articles, don’t hesitate to reread them if you 
think it desirable, don’t necessarily read entire 
books, and learn to evaluate what you read by 
reflection and analysis. 


G. B. 
« > 


Hospital accreditation 

Hospital accreditation was one of the major 
subjects acted upon by the House of Delegates 
at the 105th annual meeting of the American 
Medical Association. The Committee to Review 
the Functions of this Commission came to the 
following conclusions : 

“1, Accreditation of hospitals should be con- 
tinued. 

“2. The Joint Commission should maintain 
its present organizational representation. 

“3. The Board of Trustees should report an- 


nually to the House of Delegates on the activi- . 


ties of the Joint Commission. 

“4, Physicians should be on the administra- 
tive bodies of hospitals. 

“5, General practice sections in hospitals 
should be encouraged. 

“6. Staff meetings required by the Joint 
Commission are acceptable, but attendance re- 
quirements should be set up locally and not by 
the Commission. 

“Y%. The Joint Commission should not con- 
cern itself with the number of hospital staffs to 
which a physician may belong. 

“8. The Joint Commission is not and should 
not be punitive. 

“9. The Joint Commission should publicize 
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the method of appeal to hospitals that fail to 
receive accreditation. 

“10. Reports on surveys should be sent to 
both administrator and chief of staff of hospital. 

“11. Surveyors should be directly employed 
and supervised by the Joint Commission. 

“12. Surveyors should work with both admin- 
istrator and staff. 

“13. New surveyors should receive better in- 
doctrination. 

“14, Blue Cross and other associations should 
be requested not to suspend full benefits to non- 
accredited hospitals until those so requesting 
have been inspected. 

“15. The American Medical Association 
should conduct an educational campaign for doc- 
tors relative to the functions and operations of 
the Joint Commission. 

“16. The Committee also suggests that the 
American Medical Association and the American 
Hospital Association encourage educational 
meetings for hospital boards of trustees and 
administrators either on state or national levels 
to acquaint these bodies with the functions of 
accreditation. 

“17. This Committee asks to be discharged 
upon submission of this report to the House of 
Delegates.” 


The House also approved a reference com- 
mittee suggestion that the following statement 
be added to strengthen the report: 


“The Committee recommends that the com- 
missioners to the Joint Commission on Accredi- 
tation of Hospitals, appointed by the Board of 
Trustees of the American Medical Association, 
urge that Commission to study: 

“1. The problems of the exclusion from hos- 
pitals and arbitrary limitation of the hospital 
privileges of the general practitioner, and 

“2. Methods whereby the following stated 
principles may be achieved: 


“The privileges of each member of the medi- 
cal staff shall be determined on the basis of pro- 
fessional qualifications and demonstrated abil- 
ity,’ 

“*Personnel of each service or department 
shall be qualified by training and demonstrated 
competence, and shall be granted privileges com- 
mensurate with their individual abilities.’ ” 
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I.S.M.S. donation to the A.M.E.F. 

At the first session of the AMA House of 
Delegates at the annual meeting held in Chicago 
June 11-15, F. Lee Stone, President and Harold 
M. Camp, Secretary of the Illinois State Medi- 
cal Society, presented to the American Medical 
Education Foundation a check for $164,940, 
which represented the amount allocated from 
the dues paid by each member as received up to 
June 1, 1956. 

Dr. Louis H. Bauer, President of the 
A.M.E.F., received the check and stated that 
this was the largest which had been received 
from any state society since the Foundation was 
organized. In a period of less than four years 
the Illinois State Medical Society has given the 
Foundation nearly $700,000 from the allocation 
of a portion of the dues of paying members of 
this Society. 

Doctor Bauer was grateful for this donation 
from Illinois physicians. He stated that in addi- 
tion to the amount allocated from annual dues 


Arsenic in tobacco 

The arsenic content of American tobacco cig- 
arettes increased in 20 years from an average 
of 12.6 microgram per cigarette in 1932 to 42 
in 1950-51 — more than 300 per cent. During 
this time cigarette production and consumption 
in the United States rose by 300 per cent. The 
product of these two factors indicates that nine 
times more arsenic was distributed in cigarettes 
and likewise in cigarette smoke, to be inhaled 
by consumers, at the end of this period than at 
its beginning. This rise in the arsenic content 
of cigarette smoke coincided with an increase in 
the death rate from cancer of the lung of 200 
per cent in women and 600 per cent in men. 
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in Illinois, many thousands of dollars were re- 
ceived annually by the A.M.E.F. from members 
of the Illinois State Medical Society who were 
anxious to help the cause of medical education. 

Illinois was the first state to establish the so- 
called “Illinois Plan” whereby a portion of each 
physician’s dues was allocated to medical edu- 
cation. Since this initial action was taken by 
our House of Delegates some four years ago, 
the idea has been spreading slowly throughout 
the country and more and more state societies 
are taking similar action. 

It has been the consensus of our House of 
Delegates that this is an equitable and fair way 
in which to aid the cause of medical education, 
and a democratic means whereby funds may be 
made available to our medical schools to be used 
as each school desires. 

It will be interesting to watch future action 
on the part of other state medical societies, and 
it is to be hoped that many more of them will 
follow this plan to provide needed funds for the 
“doctors of tomorrow”. 


The sequence of events, which presents a chal- 
lenge to physicians interested in public health, 
demands scrutiny that does not neglect study of 
one of the earliest features. Belated attempts at 
correction (since 1946) by substitution of or- 
ganic pesticides for arsenicals, however com- 
mendable, cannot purify soils of tobacco planta- 
tions that have, for many years, been impreg- 
nated by residues of a heavy and relatively in- 
soluble poison, arsenate of lead, which will con- 
tinue to release arsenic in soluble form, which 
happens to’be the only component of tobacco 
smoke that as yet is definitely known to be car- 
cinogenic for man. Henry S. Satterlee, M.D. 
The Problem of Arsenic in American Cigarette 
Tobacco. New England J. Med. June 21, 1956. 
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Pictorial Report 
on the 1956 
Annual Meeting 


The 116th annual meeting of the Society 
was held at the Hotel Sherman in Chi- 
cago. More than 3,000 doctors, interns, 
nurses and guests registered for the four 
day meeting, May 15-18. 

Elmer Hess, President of the AMA was 
present throughout the entire meeting, 
and appeared before the House of Dele- 
gates, the Woman’s Auxiliary and other 
groups, in addition to making the main 
address at the annual dinner. 

One change from the usual schedule 
was the buffet supper, with floor show 
and dancing, presented on Tuesday by 
the Woman’s Auxiliary to the Society. 
This replaced the Hospitality Hour of 
former years. 

If you were unable to attend, herewith a 
picture story of some of the happenings. 


At the opening of the first session of the House of 
Delegates, F. Garm Norbury, President, presented 
Elbridge W. Telford, of DeKalb with the Society’s 
certificate for the outstanding “General Practitioner 
for 1956”. Dr. Telford, 54, is one of the youngest of 
8 physicians to receive this award from his col- 


leagues in the State. 




















At the close of the final session of the House of Del- 
egates, F. Lee Stone (left above) was inducted into 
the office of the presidency. He brought Mrs. Stone 
to the rostrum to share the general applause, and 
they were joined by Lester A. Reavley of Sterling, 
President-Elect. 


(Left) The Womans Auxiliary had an unusally suc- 
cessful meeting, with a large and enthusiastic at- 
tendance. Mrs. Robert E. Dunlevy, Pekin, is the new 
President. Mrs. Nicholas G. Chester, Oak Park, be- 
came President-Elect. 








The 


Annual 


Dinner 


(Above) A partial view of the speakers’ table at the an- 
nual dinner shows, (from left to right) Arkell M. Vaughn, 
F. Garm Norbury, Elmer Hess, George F. Lull and Edwin 
S. Hamilton. Dr. Hess delivered the main address under 
the title ““The Human Side of Medicine’”’. 





The unusual picture (above) brings together 
4 graduates of Illinois College, Jacksonville; 3 as : : 
Charles H. Rameleamp, °33, who delivered ae 

the Oration in Medicine; Rey. Fred Hoskins, Hr Se 8. j i 


D.D., °26, Oak Park, who gave the invocation 
at the annual dinner, and is Chairman of the 
Board of Trustees, Illinois College; F. Garm 
Norbury, ’12, Secretary of the Board of Trus- 
tees of the College, and Brown M. Dobyns, °35, 
who gave the Oration in Surgery. Both Dr. 
Dobyns, and Dr. Ramelcamp are from the 
Western Reserve University, School of Medi- 
cine, Cleveland, Ohio. 


Anyone you know? 





Dr. and Mrs. Burtis E. 
Montgomery of Harris- 
burg arriving for the 
annual dinner. Dr. 
Montgomery is a mem- 
ber of the Council, and 
at the meeting was 
elected a delegate to 
the AMA. 





F. Lee Stone, our new 
President, escorts his 
daughter-in-law, Mrs. 
Dorothy Stone, and his 
granddaughter, Dottie 
Lee Stone, to their 
table at the annual din- 
ner. 








The Woman’s Auxiliary Luncheon 


At the Woman’s Auxiliary luncheon honoring past 
presidents, the principal speaker was the Hon. Ever- 
ett N. Dirksen, United States Senator from Illinois. 
Others (above) are Elmer Hess, Mrs. Warren Young, 
President, Leo P. A. Sweeney, who introduced the 
guest speaker and is chairman of the Advisory Com- 
mittee to the Auxiliary, and Mrs. Matthew Uznanski, 
President of the Auxiliary to the Chicago Medical 


Society. « 


The 50 Year Club Luncheon 


Wn. 
As is usually the case, the Fifty Year Club luncheon 
attracted a large crowd of active and retired mem- 
bers. Shown above, Andy Hall, who continues to 
head this group and Richard Young, Dean of North- 
western School of Medicine, who gave the principal 
address. In the foreground, Frank O’Neill, Chicago. 


Among other guests and members at the luncheon 
were Irving I. Neece, Decatur, Hugh McKechnie, J. 
V. Fowler, Sr., and James H. Hutton, all of Chicago. 
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Three who contributed much to the success of the 
Auxiliary meeting are shown above. They are Mrs. 
E. H. Leveroos, who was convention chairman, Mrs. 
Albert Kwedar, a past president, who was chairman 
of the Past Presidents’ luncheon, and Mrs. Henry 
Bechtold, co-chairman. 





One of the tables at the Fifty Year Club luncheon 
included the following: George A. Darmer, Aurora, 
John W. Dreyer, Aurora, Robert L. Van Dellen, 
Sawyer, Michigan and James L. O’Connor, Chicago. 
Dr. Van Dellen is the father of the Associate Editor 
of the Journal. 


Agnes Mikkelsen, Chicago and A. R. Whitefort of 
St. Elmo await the start of the proceedings. 











The high quality of the scientific exhibits made view of the exhibit prepared by Jerome J. Landy, 


judging difficult. (Shown above) are the two gold Isabel Havens and Ross S. Benham of the Universi- 


medal winners. On the left is a view of the exhibit ties of Oklahoma and Chicago, titled ‘Potentially 
“Surgical Complications of Pregnancy” by Frederick Pathogenic Bacteria Carried in the Respiratory tracts 
| H. Falls and Miss Charlotte S. Holt of the University Physicians””’. 


of Illinois, College of Medicine. On the right is a 













(left) Mr. Ivan E. Parrett, Secre- 
tary of the Illinois Agricultural 
Association’s General Services Com- 
mittee, was given a special award 
by the Society as the “Individual 
Deemed to have made the Most 
Substantial Contribution to the 
Health Progress of the Citizens of 
our State”. His work in aiding 
farm youths to obtain medical edu- 
cations, and his long time interest 
in improving the health of farm 
animals as well as humans, earned 
him the award. 






































At the final Council luncheon F. 
Garm Norbury was the pleased re- 
cipient of a watch, presented to 
him by Joseph T. O’Neill on be- 
half of all members of the Coun- 
cil. 
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More than 60 exhibitors representing the nation’s good attendance and a high degree of interest in 
foremost pharmaceutical and medical supply houses, their showing of new additions to the physicians’ 
took all the available display space. They reported armamentarium. 
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MEDICAL ECONOMICS 





John R. Wolff, Chairman, Walter C. Bornemeier, Edward W. Cannady, 

Roland R. Cross, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. Hirsch, 

Frederic T. Jung, W. R. Malony, Caesar Portes, William Requarth, 
Frederick W. Slobe. 


q- 


Trends in the Practice of 
Medicine — Part II 


RoLanp R. Cross, Jr., M.D., Cuicaco 


NE of the main changes that has occurred 

since World War II has been the develop- 
ment of the health and welfare funds of the var- 
ious union labor organizations. This has devel- 
oped as a fringe benefit which labor has negoti- 
ated from the employer. The use of the health 
and welfare fund has been directed in several dif- 
ferent ways. Some unions have used such funds 
for the purchase of standard insurance. Others 
have directed them toward insurance in which 
the union itself has a voice in the insurance 
organization, that is one in which the union itself 
serves as the insuring body. Another avenue 
of spending the money has been in the develop- 
ment of clinics or hospitals. The United Mine 
Workers have spent much money in building 
hospitals in areas where hospital facilities are 
scarce, but in areas in which a large group of 
their members live and work. Other unions, de- 
pending upon the size of the income of their 
health and welfare funds, and upon the size 
of their member-organization, have developed 
medical clinics of various types. Some have been 
purely diagnostic to which a patient could come 
for laboratory and X-ray procedures which he 
would ordinarily have to buy on the outside at 
the direction of his own physician. 
Other unions, having a larger membership, and 
having a larger fund, have developed full-time 
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clinics in which the union member would re- 
ceive not only diagnostic services, but com- 
plete treatment facilities as well. Some of these 
clinics have developed to where they provide 
care not only of the union member, but of his 
dependents. Thus, there has been a wide range 
of development in the use of health and wel- 
fare funds for the benefit of the union member. 
It is fair to say that the various unions are 
also somewhat competitive toward each other, 
and each strives to do a little better service 
in a slightly different way. 

This article is meant to describe a recent 
visit to the St. Louis Labor Health Institute 
in St. Louis, Missouri. It recently celebrated 
the tenth anniversary of existence. 

The St. Louis Labor Health Institute was 
organized by one of the locals of the ‘Teamsters 
Union in St. Louis. It does not include all 
of the teamsters nor all of the locals, but only 
one local of the Teamsters Union in the St. 
Louis area. This particular local has about 
6,500 members. However, the contract calls for 
the funds of the health and welfare fund to be 
used for the union member and all of his de- 
pendents. Thus, his wife and children and any 
other legal dependent that the member may 
have are entitled to care at this clinic. The 
potential clientele, thus, numbers about 15,000 
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members. ‘The services include obstetrics, pe- 
diatrics, old-age illnesses and dentistry. Ap- 
proximately 300 patients visit the clinic daily. 

The employee contributes nothing to this 
organization. The cost of operation is paid for 
by the employer. At present, the employer pays 
five per cent of the wages of the wage-earner 
into the health and welfare fund. From this 
five per cent, the employee and his dependents 
receive complete medieal and hospital care. 
There are a few exceptions. The patient must 
buy his own medication. The union clinic has 
its own drugstore at which the drugs are sold 
at a small percentage above actual cost. In ad- 
dition, the union member must pay the actual 
material cost for such things as dental appli- 
ances and prostheses. The union member must 
also pay the actual cost for such things as 
eyeglasses. The clinic pays for any ambulance 
service. The clinic also pays for necessary home 
calls. The clinic does not pay for hospital care 
for either tuberculosis or psychiatric disorders. 

The St. Louis Labor Health Institute has a 
Board of Trustees composed of 27 members, all 
elected by the union members. Of this group, six 
represent the management, two represent the 
so-called interested public and 21 represent the 
union membership itself. All 27 members of the 
Board of Trustees are nominated by a nominat- 
ing committee and are then voted upon by the 
union members. 

There is also a Medical Board of Advisors 
which consists of five outstanding  physi- 
cians and surgeons in the area. They act in a 
purely advisory capacity. They may or may not 
meet at regular intervals. The number of meet- 
ings depends more upon the amount of advice 
which is requested of them. They receive $100.00 
per month whether or not their services are 
used. The Board of Trustees serves without pay. 

The clinic itself has a full-time Medical Di- 
rector and a full-time business manager. The 
business manager is not a physician. There are 
also many full-time nurses, technicians and sec- 
retaries. The Medical Director examines patients 
and does so as a part of the Department of In- 
ternal Medicine. He not only sees patients in 
the clinic, but also sees patients at the hospital. 
In addition to the listed employees, there is the 
medical staff. At the present time, the medical 
staff numbers over 50. None of these physicians 
is full-time. All serve only a part of the time 
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at the union clinic. Otherwise they are engaged 
in their private practice wherever it may be. It 
is not the purpose of the union to engage full- 
time any of these physicians. It is rather the 
opinion of the union that physicians will have 
more interest in keeping up-to-date if they are 
in the active private practice. There will be less 
tendency toward such physicians to feel that 
they have a nest from which they cannot be dis- 
lodged, and so do not need to maintain their 
professional training. 'The physicians are given 
all of the benefits of the union. They are reg- 
istered under Social Security. They receive two 
weeks vacation with pay the first year of employ- 
ment; they receive three weeks vacation with pay 
the second year of employment, and, after that, 
they receive also four weeks sick leave if neces- 
sary with pay. They are paid for the seven offi- 
cial holidays each year. The Medical staff has 
no general practitioners. The medical staff mem- 
bers are either board-certified specialists or are 
board-eligible. Most of the physicians are on 
the teaching staff of one or other of the medical 
schools in St. Louis. The staff is department- 
alized rather strictly into the various depart- 
ments of medicine, surgery, pediatrics, obste- 
tries. A physician is hired on the basis of how 
much time he is needed. At the present time, the 
most time required for the services of any staff 
physician is one internist who works 19 hours a 
week. One orthopedic physician works only three 
hours a week; the other physicians are a group 
between these extremes. Each department has 
a chief of the department, and he is paid a 
small amount over and above the standard wage 
paid to the other physicians in compensation 
for the extra work entailed as Chief of the de- 
partment. 

All of the physicians receive an income which 
has been arranged. It is not based upon the 
number of patients seen, but upon the number 
of hours worked per week. Nothing is paid to 
the general surgeon in the way of an extra 
amount for surgery on a union member in the 
hospital. The physicians are paid extra to make 
house calls at the rate of $6.00 per house call 
during the daytime; $8.00 for a house call dur- 
ing the evening up until midnight, and $10.00 
for a house call at any time during the rest of 
the night. The union fund also pays for this 
service. The physicians of the medical staff have 
a staff meeting once each week for one hour, Roll 
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is taken at that time to record those in attend- 
ance. The physicians are paid a small amount 
extra for attending these staff meetings. At the 
staff meeting, all proposed elective surgical pro- 
cedures are reviewed. No patient is taken to the 
hospital for elective surgery without his case 
having been reviewed by the staff prior to the 
operation. Interesting cases that come to the at- 
tention of some member of the staff are also 
discussed. The separate departments have de- 
partmental meetings at regular intervals. 

The pay for the various physicians varies de- 
pending upon the particular department. The 
pay scale is complicated. Each department nego- 
tiates a pay scale with the management of the 
clinic once each year. The pay scale is based 
upon the medium income for the group as shown 
in the survey of the fees and income for various 
physicians that has been published in Medical 
Economics. Roughly the pay scale for the vari- 
ous physicians is as follows:—a dentist, $10,000 
per year; a surgeon $19,000 per year; an in- 
ternist $15,000 per year; a radiologist $20,000 
per year; and the pediatrician $14,000 per year. 
However, no one physician receives this amount 
because the rate is based upon the possibility of 
a 40-hour week, and no physician works a 40- 
hour week. Accordingly each physician receives 
that percentage of the above income rate depend- 
ing upon the number of hours he serves. 

The union does not have a hospital to which 
it is attached. It has no connection with any 
hospital. It has made no business arrangement 
with any hospital. Each physician on the staff 
takes the patient who needs to be hospitalized to 
his hospital. The hospitals used are those more 
prominent in the St. Louis area, many of them 
teaching hospitals connected with the two medi- 
cal schools. The hospitals that are used are oper- 
ated on a non-segregated basis. One-third of the 
union membership are negroes. The main bulk of 
the patients enter about five of the main hospi- 
tals in the St. Louis area; however, there is no 
rule against a physician taking a patient to any 
hospital that he chooses. The physician selects 
the hospital of his choice. 

Ten per cent of the money in the health and 
welfare fund, is set up as a reserve. Twenty per 
cent of the yearly funds is set aside to cover 
hospitalization. These union funds are used as 
their own hospitalization insurance; they do not 
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buy insurance to cover hospitalization from any 
standard carrier, but rather insure themselves 
for hospitalization. The remainder of the funds 
(70%) available operates the clinic. There are 
about 70 new admissions from the clinic to vari- 
ous hospitals per month. In the year 1955, the 
clinie hospitalized approximately 2,200 patients. 
In insuring itself on hospital expenses, the clinic 
does not guarantee to pay the entire hospital bill. 
In fact, the clinic pays approximately 80 to 85 
per cent of the hospital bill and the patient must 
pay approximately 10 to 15 per cent. There were 
approximately 240 obstetrical cases in the year 
1955. 

The replacement of physicians in the group 
is small. In only two departments, pediatrics and 
orthopedics, the turn-over has been rapid. In 
both, the decision on the part of the physician to 
stop working at the clinic has been that he has 
become too busy with his private practice. Dur- 
ing the ten-year period of the clinic’s existence, 
two physicians were requested to leave because 
they couldn’t work in a group. Their personal- 
ities were too independent for group practice. 
Other than this, the medical staff has been rela- 
tively stable. 

All of the members of the medical staff are 
fully accredited members of the St. Louis County 
Medical Society. The staff and the clinic does 
not have a social worker. Such an employee may 
be required in the future. 

Any member of the Teamsters’ Union is elig- 
ible to receive full medical care for himself and 
his dependents in the clinic. The clinic will also 
pay for any medical care and hospitalization 
which a member or his dependent may need as 
the result of illness in some other location while 
on vacation. If a man is laid off from work 
through no fault of his own, he receives 60 days 
of eligible medical care if he has been employed 
for one year, and he receives an additional 30 
days for each additional year that he has been 
employed as a teamster—up to six months. The 
union is lenient with respect to the rules pertain- 
ing to eligibility, and is reluctant to deny a 
member clinic care. If a union member has been 
discharged or resigns, he, of course, is immedi- 
ately dropped from being eligible to receive 
medical care. However, there is a special pro- 
vision known as a special member category, 
wherein a person, who has once been a member 
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of the union and who has once received medi- 
cal care from the St. Louis Labor Health In- 
stitute, can, if he desires continue in this special- 
member category, even if he no longer is a mem- 
ber of the union and no longer a teamster. If he 
comes within the scope of the special-member 
category, he must pay $12.50 per month, and 
this covers complete medical and hospital care 
within the range of services offered by the clinic 
for him and all of his dependents. The patient- 
employee is paid while he goes to the clinic, i.e., 
if he has an appointment at the clinic at 3 o’clock 
in the afternoon, and at 3 o’clock in the after- 
noon he is supposed to be at work, he is allowed 
to go to the clinie and receive full compensation 
while he is there for the time that he is not at 
work, 

The dental department is a large department 
and has a busy schedule. In fact, it is one of the 
busiest departments of the entire clinic. 

An entire day was spent visiting the St. Louis 
Labor Health Institute, which included attend- 
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Freedom for medicine 

The Belgian government has surrendered un- 
conditionally to the demands of the medical pro- 
fession to withdraw its attempt to regulate medi- 
cal care and medical service under its social 
security scheme through legislative status. In 
addition it has agreed to accept the principle of 
nonintervention through law and to recognize 
the conventions agreed upon through the joint 
efforts of representatives of the medical profes- 
sion and the insurance companies. In Septem- 
ber, 1955, the Belgian government instigated 


legislative measures which would regulate all 
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ance at one of the staff meetings. The staff meet- 
ing was well attended by the members. They 
took above-average interest in the material pre- 
sented, when compared to staff meetings of the 
routine hospital type. The esprit de corps of 
the medical staff seemed to be exceptionally high. 
The impression prevailed that (other than there 
being a difference in the cost of the physical 
accouterments of the clinic) the work done, the 
esprit de corps, and the caliber of medical care 
at the St. Louis Labor Health Institute would 
compare with any of the country’s major clinics, 
such as the Mayo Clinic and others. The quality 
of X-rays that were viewed was good. The X-ray 
and laboratory facilities were adequate. The pa- 
tients were handled expeditiously and courte- 
ously. 

All in all, in this particular instance the union 
has organized a distinctive and beneficial clinic 
to serve its members and their dependents. 
(Trends in the Practice of Medicine — Part I, 
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activities in medical service and medical care. 
The Belgian doctors, united in their desire to 
remain a free profession and to protect the 
rights of the people receiving medical care under 
the social security plan to receive the best possi- 
ble medical service available, unanimously op- 
posed the government plan. The united efforts 
of these doctors has now resulted in an uncondi- 
tional surrender of the government to the doc- 
tors, and recognition by the government of the 
medical profession’s plan to provide good med- 
ical care and service to the people. World Med- 
ical Association Release. Indust. Med. April, 
1956. 


Illinois Medical Journal 








Ss 
the 
pen 
PR 
Dra 
‘1 
tum 
pub 
PR 
cess 
outs 
part 
S 
I]lir 
had 
Med 
a me 
ther 
chai 
the ; 
W 
Insti 
will 
for t 
can 
Medi 
ice a 
In 
assen 
Sher 
grati 


for A 





al 





THE P.R. PAGE 








Mr. Edward A. Uzemack, Director of Public Relations 


O that Illinois public relations chairmen can 

be among the best informed in the nation, 
the Council has agreed to underwrite their ex- 
penses to the American Medical Association’s 
PR Institute, which will be held at Chicago’s 
Drake Hotel August 29 and 30. 

The Institute presents an exceptional oppor- 
tunity to pick up new techniques in medical 
public relations and to swap ideas with medical 
PR people from all over the country. Its suc- 
cess is attested to by the fact that organizations 
outside of medicine often seek to be invited as 
participants. 

Since the Public Relations Dinner at the 
Illinois State Medical Society’s annual meeting 
had to be cancelled this year, the Committee on 
Medical Service and Public Relations suggested 
a meeting tied-in with the PR Institute. A fur- 
ther suggestion that legislative committee 
chairmen be invited to come up to Chicago at 
the same time also was approved. 

While the PR chairmen attend sessions of the 
Institute on the 29th, the legislative chairmen 
will take part in a program especially arranged 
for them by the Law Department of the Ameri- 
an Medical Association and the Illinois State 
Medical Society’s Committee on Medical Serv- 
ice and Public Relations. 

In the evening, the two Illinois groups will 
assemble for a dinner meeting at the Hotel 
Sherman where they will discuss ways of inte- 
grating the legislative and public relations pro- 
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grams in their respective counties. Included in 
the agenda will be a discussion of the state so- 
ciety’s legislative and PR approach to the up- 
coming biennial assembly of the Illinois State 
Legislature. 

This year the American Medical Association’s 
Public Relations Department will incorporate 
in its Institute portions of a socio-economic pro- 
gram previously reserved for the PR Confer- 
ences, which were held only in connectien with 
the American Medical Association’s Clinical 
Sessions. In addition, there will be a half-day 
workshop on local programming in radio and 
television and discussions on science fairs, legis- 
lation, membership indoctrination and _ tested 
public relations activities. 

Shown for the first time at this meeting will 
he the American Medical Association’s new 
membership film, “The Case of the Doubting 
Doctor.” Two other films will also be premiered, 
one a crash injury report and the other a tele- 
vision medical detective series, 

‘THANK YOU, DOCTOR’ 

An editorial bearing that headline appeared 
in the Chicago Sun-Times shortly after publica- 
tion of remarks made at our annual dinner bv 
Dr. Elmer Hess, immediate past-president of 
the American Medical Association. At that time 
Dr. Hess advised physicians to cooperate with 
the press to the fullest extent. Newspapermen 


89 








“are your friends, and if you are frank and 
honest with them, they in turn will be the same 
with you,” he said. 

“The press is entitled to report and publish 
a human interest story about medical care and 
treatment and the physicians and hospitals in- 
volved should be perfectly willing to give the 
facts to the press,” the American Medical As- 
sociation’s ex-chief explained. “A well-informed 
press will reveal physicians in their true light as 
faithful servants to those individuals who 
suffer.” 

The Sun-Times commented : 

“We are happy to note . . . that the retiring 
president of the American Medical Association 
has a high regard for the American press and 
its reporters and that he urges all members of 
the association to give the facts for stories or 
opinions to newspapermen when they need them. 
. . . We especially appreciate the growing recog- 
nition by the medical profession of the public’s 
‘right to know’ about medical matters.” 


PR GRAFS 


Medical societies have often given awards to 
lay writers, particularly newspaper people, but 
Dr. Millard C. Beyer of Akron, O., is probably 


Vitamin E 

No clear rationale is apparent for the use of 
vitamin E in the menopause. Vitamin E does 
play a part in the reproductive process of some 
animals and it has been shown, in the rat, that 
the menopause and sterility occur earlier in ani- 
mals deficient in vitamin E than in a control 
group. However, tocopherol deficiency is only 
one factor in the sterility of the aged rat. No 
definite difference in tocopherol levels of normal 
women with reproductive disorders has been 
demonstrated. Numerous clinical reports have 
appeared reporting the beneficial effects of vita- 
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the first medical man to receive an award from 
the journalistic profession for good press work. 
. . . Public relations chairman and _past-presi- 
dent of the Summit County Medical Society, 
Dr. Beyer recently was given the first Public 
Service Award for excellence in press relations 
presented by thee Buckeye Chapter of Sigma 
Delta Chi, national journalistic fraternity. 

Another instance of table-turning occurred in 
Chicago recently when a reporter for the Chi- 
cago American publicly thanked a physician for 
refusing to bear a grudge . . . About two years 
ago the reporter had filed a police complaint 
against the M.D. for shooting a stray dog in 
the neighborhood. The incident was straightened 
out, but feelings were ruffled on both sides. . . 
Then came the time when the reporter’s wife 
became severely ill and he needed a doctor in a 
hurry. Failing to contact his family physician, 
he sought out the M.D. against whom he had 
filed the complaint . . . The doctor immediately 
left a pleasant social gathering and took care 
of the newspaperman’s wife . . . In a page one 
feature story recounting the history of his as- 
sociation with the once-aggrieved physician, the 
reporter concluded: “This is the only way I 
know how to say, “Thanks.’ ” 


>>> 


min E in the treatment of menopausal symptoms. 
McClaren stated that vitamin E helped to heal 
senile lesions in the lower genital tract. Gozan 
found vitamin E effective in 50 per cent of meno- 
pausal patients but pointed out that the effect 
may be explained by the pharmacology of pla- 
cebos. Blatt, Wiesbader, and Kupperman re- 
cently produced statistical evidence to prove 
the point that vitamin E is no more effective 
than a placebo and that any value of vitamin E 
in the menopause must be ascribed to its placebo 
effect. Joseph Rogers, M.D. The Menopause. 
New England J. Med. Apr. 19, 1956. 
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International College of Surgeons 
to hold annual congress 

The 21st Annual Congress of the United 
States and Canadian Sections, International 
College of Surgeons, will be held in the Palmer 
House, Chicago, September 9-13. The meeting 
will be attended by surgical celebrities from 
many foreign countries as well as from all parts 
of the United States and Canada. 

The International House of Delegates also 
will meet in the morning of the opening day, 
Sunday. In the-afternoon, the House of Dele- 
gates of the United States Section will convene 
for the Biennial election of officers and for 
other business. 

General assemblies will be held mornings and 
afternoons, Monday through Thursday. Section 
meetings at the same hours will cover coloproc- 
tologic surgery, neurosurgery, obstetrics and 
gynecologic surgery, occupational surgery, oph- 
thalmology and otorhinolaryngology, orthopedic 
surgery, plastic surgery, rehabilitation services, 
surgical nurses and urologic surgery. 

A film forum will be presented on Monday 
evening. All-day scientific motion picture pro- 
grams will be given Monday through Thursday. 

The annual banquet will be on Wednesday 
evening. The annual convocation will take place 
in the Civic Opera House on Thursday evening. 

The Canadian Section will hold a business 
meeting Monday afternoon and its dinner will 
be given that evening. A daily program will be 
presented by the Woman’s Auxiliary. There will 
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be daily tours through the International Sur- 
geons Hall of Fame. 

A special post assembly clinical day, open to 
all physicians, will be held in the Cook County 
Hospital on Friday. 

Dr. Raymond W. McNealy, Chicago, is gen- 
eral chairman; Dr. Peter A. Rosi, Chicago, pro- 
gram chairman; Dr. Karl A. Meyer, Chicago, 
and Dr. Lyon H. Appleby, Vancouver, B.C., 
co-chairmen; Dr. Ross T. McIntire, Chicago, 
executive director. 

Further information may be had by writing 
to the Secretariat, International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 10, IIli- 
nols. 


< > 


Postgraduate courses on diseases 
of the chest 

We wish to announce that the Council on 
Postgraduate Medical Education of the Ameri- 
can College of Chest Physicians will sponsor 
the following Postgraduate Courses on Diseases 
of the Chest this fall: 

11th Annual Postgraduate Course, Chicago, 
Illinois, Hotel Knickerbocker, October 15-19. 

9th Annual Postgraduate Course, New York 
City, Park-Sheraton Hotel, November 12-16. 

Tuition for each course is $75 which will in- 
clude daily round table luncheons. The most re- 
cent advances in the diagnosis and treatment 
of chest diseases will be covered. 

Further information may be obtained by 
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writing: Executive Director, American College 
of Chest Physicians, 112 East Chestnut Street, 
Chicago 11, Illinois. 


< > 


Clinics for crippled children 
listed for September 

Twenty-five clinics for Tllinois’ physically 
handicapped children have been scheduled for 
September by the University of Llinois Division 
of Services for Crippled Children, The Division 
will count 20 general clinics providing diag- 
nostic orthopedic, pediatric, speech and hearing 
examination along with medical social and nurs- 
ing service. There will be 2 special clinics for 
children with cardiac conditions, 1 for children 
with rheumatic fever and 2 for cerebral palsied 
children. 

Clinics are held by the Division in co-opera- 
tion with local medical and health organizations, 
both public and private. Clinicians are selected 
among private physicians who are certified 
Board members. Any private physician may re- 
fer to or bring to a convenient clinic any child 
or children for whom he may want examination 
or may want to receive consultative services. 

The September clinics are: 

September 5 - Hinsdale, Hinsdale Sanitari- 
um 

September 5 - Rock Island [Cerebral Palsy |, 
Foss Home, 3808-8th Avenue 

September 6 - Clinton, Christian Church 

September 6 - Sterling, Field House 

September 6 - Rosiclare, Y.M.C.A.  Build- 
ing 

September 11 - FE. St. Louis, St. Mary's 
Hospital 

September 11 - Peoria, Children’s Hospital 

September 12 - Joliet, Will County T.B. 
Sanitarium 

September 13 - Elmhurst, Memorial Hospi- 
tal of Dupage County 

September 13 - Springfield, St. John’s Hos- 
pital 
September 14 - Chicago Heights [Cardiac], St. 
James Hospital 

September 18 - Alton, Alton Memorial Hos- 
pital 

September 19 - Centralia, Recreation Center 

September 19 - Evergreen Park, Little Com- 
pany of Mary Hospital 


September 19 - Jacksonville, Our Savior’s 


Hospital 

September 20 - Anna, Anna County Hospi- 
tal District 

September 20 - Rockford, St. 
Hospital 

September 21 - Evanston, St. Francis Hos- 


Anthony’s 


pital 

September 25 - Effingham (Rheumatic Fe- 
ver), St. Anthony’s Hospital 

September 25 - Peoria, Children’s Hospital 

September 26 - Aurora, Copley Memorial 
Hospital 

September 26 - Springfield (Cerebral Palsy), 
Memorial Hospital 

September 27 - Decatur, Decatur-Macon Hos- 
pital 

September 27 - Chester, St. John’s Lutheran 
School 

September 28 - Chicago Heights [Cardiac], 
St. James Hospital 


< > 


American Rhinologic Society 
annual meeting 

The American Rhinologice Society will hold its 
annual meeting in Chicago, October 9-13. 

The first evening will be devoted to a business 
session. A series of surgical demonstrations and 
seminars will be presented in the Illinois Ma- 
sonic Hospital from 8 a.m. to 10 p.m. on the 
three following days. These will cover many 
phases of rhinology and will be conducted under 
the direction of Dr. Maurice H. Cottle, professor 
and chairman of the department of otolaryn- 
gology, Chicago Medical School. 

The annual scientific program will be pre- 
sented in the Palmer House on the closing day. 
This will include a morning symposium on 
“Expanding Horizons in Rhinology,” with the 
following participants: 

Dr. Charles J. Petrillo, Yale University 
School of Medicine, New Haven. (Anatomy) 

Dr. Newton D. Fischer, University of North 
Carolina School of Medicine, Chapel Hill. 
( Physiology ) 

Dr. Harold S. Ulvestad, University of Minne- 
cota Medical School, Minneapolis. (Surgery) 

Dr. French K. Hansel, Washington Univer- 
sity College of Medicine, St. Louis. (Allergy) 

(iuest speakers on the afternoon program will 


be: 
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Dr. Roy R. Grinker, director of the Institute 
for Psychosomatic and Psychiatric Research, 
Michael Reese Hospital, Chicago, “The Psycho- 
somatic Approach to Rhinological Problems.” 

Dr. Conrad Pirani, professor of pathology, 
University of Illinois College of Medicine, Chi- 
cago, “The Connective Tissue in Wound Heal- 
ing.” 

Hubert R. Catchpole, Ph.D., research asso- 
ciate professor of pathology, University of Illi- 
nois College of Medicine, Chicago, “Newer Ideas 
on the Significance of Ground Substance of Con- 
nective Tissue.” 

Dr. Matthew 8S. Ersner, professor of otolaryn- 
gology and rhinology, ‘Temple University, Phil- 
adelphia, will be the guest of honor and speaker 
at a dinner in the evening. The toastmaster will 
be Dr. Ralph H. Riggs, Shreveport, president 
of the Society. 

The profession is welcome to attend the scien- 
tific session as guests of a member of the So- 
ciety. There is no registration fee. 

Further information may be had by writing 
to Mrs. Mabel Campbell, corresponding §secre- 
tary, 834 Wellington Avenue, Chicago 14, Illi- 
nois, 


< > 


Mississippi Valley Medical 
Society meeting 

The 21st Annual Meeting of the Mississippi 
Valley Medical Society will be held at the Hotel 
Morrison, Chicago, Sept. 26, 27, 28. Over 50 
clinical teachers from leading medical schools 
will conduct this “The Midwest’s Greatest 
Intensive Postgraduate Medical Assembly”, 
which will present the latest advances in medi- 
cine. The program will include 6 panel diseus- 
sions: Sept. 26, Recent Advances in Diagnosis 
and Therapy; Osseous Trauma. Sept. 27, Gyne- 
cology; Coronary Thrombosis. Sept. 28, Arth- 
ritis and Rheumatic Disease: Thyroid Disease. 

The program will be conducted by leading 
clinicians from the the medical schools of Chi- 
cago, St. Louis, Iowa City, Minneapolis, Mil- 
waukee, Madison and Rochester, Minn., plus a 
number of clinicians from more distant states 
including Dwight Murray, President of the 
American Medical Association, Paul D. White of 
joston, John Adriani of New Orleans, Dwight 
Ensign and Charles G. Johnston of Detroit, A. 
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Carleton Ernstene and Charles C. Higgins of 
Cleveland, Claude J. Hunt of Kansas City, Mo., 
A. Hamblin Letton of Atlanta, and H. Marvin 
Pollard of Ann Arbor. 

All members of the AMA are cordially invited 
and urged to attend. There will be a large tech- 
nical and scientific exhibit hall. The 13th an- 
nual meeting of the American Medical Writers’ 
Association, will also meet at the Hotel Mor- 
rison, Sept. 28-29. Further details of both meet- 
ings may be obtained from Harold Swanberg, 
M.D., Secretary, 209-224 W.C.U. Building, 
Quincey, Ill. (There will be a special program 
for visiting ladies and every physician is urged 
to bring his wife with him.) 


< > 


Urology award 

The American Urological Association offers 
an annual award of $1000 (first prize of $500, 
second prize $300 and third prize $200) for 
essays on the result of some clinical or labora- 
tory research in urology. Competition shall be 
limited to urologists who have been graduated 
not more than ten years, and to hospital interns 
and residents doing research work in urology. 

The first prize essay will appear on the pro- 
gram of the forthcoming meeting of the Ameri- 
can Urological Association, to be held at the 
Hotel William Penn, Pittsburgh, Pennsylvania, 
May 6-9, 1957. 

For full particulars write the Executive Secre- 
tary, William P. Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays must be in 
his hands before December 1, 1956. 


< > 


Booklet of anatomical transpar- 
encies distributed by Pfizer 

The latest in a series of full color anatomical 
illustrations, printed on transparent acetate and 
hound into a booklet to give an effect of visual 
segmental anatomy as the pages are turned, has 
just been issued by Pfizer Laboratories, division 
of Chas. Pfizer & Co., Inc. 

The booklet, prepared with the assistance of 
Dr. Philip Thorek of the University of Illinois, 
deals with the adrenal glands and kidneys. It 
includes a short description of salient features 
of surgical anatomy of the kidney and adrenal 
gland and transparencies and stereogram by Dr. 
Hans Elias, described by him and Dr. John E. 
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Pauly, both of the Chicago Medical School. The 
stereogram shows the histology of the adrenal 
cortex. . 

The transparencies are offered only to physi- 
cians by Pfizer’s professional service representa- 
tives, and have proven to be highly prized for 
reference purposes and as teaching aids. The 
first threee of the five booklets, are now out of 
stock. : 

The fourth and fifth booklets, still in print, 
were executed by Dr. Elias. The fourth, with 
text by Dr. M. Edward Davis, also of the Chi- 
cago Medical School, shows the pregnant uterus 
at nine weeks gestation. 

The entire project was conceived and super- 
vised by E. W. Whitney and E. J. Mills of the 
Pfizer Laboratories advertising department and 
Dr. Leo L. Leveridge of the medical department. 


< > 


Annual session of The American 

College of Physicians 

1957—38th Annual Session, Boston, Mass., 
April 8-12. 
Richard P. Stetson, M.D., F.A.C.P., 203 
Commonwealth Ave., Boston 16, Mass., 
General Chairman. 
Walter L. Palmer, M.D., F.A.C.P., Uni- 
versity of Chicago Department of Medi- 
cine, Chicago 37, Tll., President. 
Edward R. Loveland, 4200 Pine St., 
Philadelphia 4, Pa., Executive Secretary 
and General Manager. 

< > 


Electrocardiographic text book 

Issuance of a two-volume “Electrocardiograph- 
ic Text Book” has been announced by the 
American Heart Association. The ‘EKG’-volumes 
are designed for teaching electrocardiography 
in the medical schools and for post graduate 
study by physicians. The work is edited by 
Travis Winsor, M.D., Los Angeles. 
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Included in the first volume of the text book 


are 119 electrocardiograms, each of which is 
accompanied by several pertinent questions. 
There also is a section containing 230 general 
questions on electrocardiography and an appen- 
dix which includes a table of normal values. 
The second volume contains interpretations and 
discussions of the electrocardiograms and an- 
swers to the questions. 

The “EKG Text Book” is the result of a two- 
year project commissioned by the Heart Associa- 
tion’s Committee on Professional Education. Dr. 
Winsor was assisted in the preparation of the 
volumes by 34 leading authorities in the field 
of electrocardiography. These physicians re- 
viewed the work and many of their suggestions 
were incorporated into the final text. 

Copies of the “EKG Text Book” are available 
from the Illinois Heart Association, 526 South 
Seventh Street, Springfield, Illinois. Cost is 
$5.00 per set. 

< > 


Polio vaccine 

Poliomyelitis vaccine can now be requested 
from the Illinois Department of Public Health 
for children who have reached six months of 
age and who have not passed their 20th birth- 
day, and pregnant women. 

Physicians submitting lists of patients who re- 
quest vaccine will be given vaccine for two in- 
oculations for each eligible person listed. (2 
doses, 1 cc., 4-week interval.) 

Individuals between the ages of 5 and 14 who 
received their first two woculations prior to 
December 1, 1955 are now eligible to receive 
their third inoculation from their family doctor. 
This includes the children who received their 
inoculations under the auspices of the National 
Foundation for Infantile Paralysis. 

Parents who wish to have their children re- 
ceive poliomyelitis vaccine inoculations should 
contact their family doctor so that he in turn 
can request the vaccine for them. 6-15-56, 
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HE antibiotics are in the news again. A re- 
lease from the Office of the Surgeon General 
says that terramycin will prevent Q fever if given 
— not soon after exposure — but late in the in- 
cubation period. In addition, a group of 27 
volunteers were free of symptoms within 24 to 
48 hours when terramycin was administered 
within a day after the onset of the disease. 
< > 
Albamycin® became available to physicians 
last month. The product is aimed at bacteria, 
particularly some strain of staphylococci that 
had developed resistance to other antibiotics. 
The drug was “clinically effective and well toler- 
ated when administered orally” in a variety “of 
human ailments including pus-forming infec- 
tions of the skin, blood stream, bone, and soft 
tissue.” 
< > 
Ilotycin®, ophthalmic ointment was found to 
be superior to silver nitrate as a prophylaxis for 
eyes of newborn infants, according to a group 
of clinical investigators from the Department of 
Pediatrics, Washington University. They com- 
pared the effects of these two products in a study 
involving more than 2,300 infants in five St. 
Louis hospitals. Ilotycin is easy to apply and 
remains stable for long periods without refrig- 
eration. 
< > 
Isoniazid is not beneficial in multiple sclerosis. 
This retraction came from the Veterans Admin- 
istration following an investigation of a previ- 
ous report that had been more favorable. 
< > 
The ninth edition of Merck Manual will be 
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published early this fall. We never will know 
how many medical students got through school 
with the help of earlier editions. This manual 
was not recommended by the faculty but was 
used by students who needed a quick, convenient 
source of information to pass examinations. 
Those were the days. 
< > 
An editorial in the July issue of Medical 
Economics reports that by the time a physician 
gets his M.D. degree, he has invested more than 
$31,000 in himself. The one-year internship 
costs him another $4,000 earnings loss. When 
this is added to the cost of establishing an office, 
the total cost of his shingle is pushed to nearly 
$39,000. Physicians who wish to specialize un- 
dergo additional years of earning loss, which is 
estimated at a minimum of $14,000. 
< > 
The Bausch and Lomb Optical Company is 
making a modified spectrophotometer for meas- 
uring transaminase in the blood stream. This 
enzyme is released into the blood by damaged tis- 
sue and is useful in diagnosing coronary throm- 
bosis. 
< > 
Becton, Dickinson and Company have a new 
automatic “hidden needle” device that mini- 
mizes the pain and fear associated with injec- 
tions. The concealed needle is automatically 
triggered when the circular rubber foot is 
pressed against the skin. The injection is less 
painful because the needle penetrates two to 
three times faster than by the manual technique. 
The pressure of the rubber foot has a slight 
anesthetic effect. 
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NEWS of the STATE 





CLINTON 

Society News.—A joint meeting with the dentists 
of Clinton County was held at the last meeting of 
the season of the Clinton County Medical Society, 
June 13. Speakers were Norman J. Rose, M. D., on 
“Newer Concepts and Tests for Biologically False 
Positive Reactions in Suspected Cases of Syphilis” 
and Orvis S. Hoag, D. D. S., “Dental Health Prob- 
lems of the Aging.” 

Personal.—Dr. William L. DuComb, Carlyle, 
made his annual hunting trip to Kodiak Island, 
Alaska, this spring. He was successful in killing a 
huge Kodiak bear which is being made into a 
mounted trophy for him in Denver, Colorado. 


CcOoOoK 

Personal.—Dr. Alfred W. Kneucker, assistant pro- 
fessor of surgery, Chicago Medical School, recently 
won an award from the American Urological As- 
sociation for his exhibit ‘Electrourogram”, shown at 
the association’s convention in San Francisco.—Dr. C. 
Philip Miller, professor of medicine, University of 
Chicago Division of Biological Sciences and noted for 
his investigation of infectious disease, has been elected 
to membership in the National Academy of Sciences. 

New York Physician Joins Chicago Faculty.— 
John Lester Nickerson, Ph. D., professor of physi- 
ology at the Columbia University College of Physi- 
cians and Surgeons, New York, has been appointed 
chairman and professor of the department of physi- 
ology and pharmacology at the Chicago Medical 
School. Dr. Nickerson is a native of Halifax, but is 
a naturalized American citizen. 

Michael Reese Alumni Officers—Dr. Bernard M. 
Cohn was recently elected president of the Michael 
Reese Hospital Staff Alumni Association, and Dr. 
Jerome M. Silver was named secretary. 
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Warren Furey Heads TB Institute—Dr. Warren 
W. Furey, a radiologist and formerly president of 
the Chicago Medical Society, was elected president 
of the Tuberculosis Institute of Chicago and Cook 
County, June 20. 

Israel Davidsohn Receives Recognition—The 
Morris L. Parker Award of $500 for meritorious 
scientific research was presented to Dr. Israel 
Davidsohn by the Chicago Medical School, June 16. 
Dr. Davidsohn is head of the school’s department of 
pathology and pathologist and director of Labora- 
tories at Mount Sinai Hospital. 

Ninety Year Old Physician Honored.—Dr. Joseph 
Prendergast, Oak Park, aged 90, was presented with 
a gold service pin by the Chicago Ethical Society, 
June 18, for his work with the Senior Citizens Hobby 
Center in the Y. W. C. A. Loop headquarters, Chicago. 
Dr. Prendergast has been a governing member of the 
center since it was opened in 1950. The hobby center 
is to interest men and women more than 60 years of 
age. 

Group Hospitalization for Students.—North- 
western University has announced a group hospitali- 
zation program for its 8,000 students on the Evans- 
ton and Chicago campuses. The plan, approved re- 
cently by the board of trustees, will be effective next 
fall. The program will be integrated with the ex- 
isting student health service and will contain the 
following features: 

— Hospital coverage anywhere in the world. 

— Benefits of $17 per hospital day and $250 to- 
ward diagnostic procedures up to a maximum of 
$1000 per illness. 

— A surgical fee schedule up to $300. 

— An increase of campus infirmary care from 5 to 
14 days per quarter. 

— Discontinuation of special fees for x-ray and 
laboratory work within the student health serv- 
ice. 
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— An option permitting coverage to continue dur- 

ing summer vacations. 

— An option to permit coverage of a spouse and 

children. 

Dr. Leona B. Yeager, student health service director, 
stated that special consideration was given to provid- 
ing a type of health coverage that directly benefits com- 
muter as well as resident students. She said another 
principal consideration was to protect students 
against “disaster” situations when serious injury or 
prolonged illness can consume funds intended for educa- 
tional purposes and cause permanent withdrawal from 
school. 

Dr. Yeager gave credit to student organizations 
for suggestions incorporated in the plan while it was 
being worked out by representatives of the Univer- 
sity administration, the medical school, and the insur- 
ance firm, 

Cost while in school for both the hospital insurance 
program and the health service will be $10 per quarter. 
Cost of optional hospital coverage during the sum- 
mer vacation period will be $5 because the student 
will not be able to take advantage of on-campus 
health services. 

Technological Institute students will be able to ob- 
tain hospital coverage during the periods they are off 
campus working in industry under the cooperative 
program. 

Married students, most of whom are in the gradu- 
ate and professional schools, may obtain coverage for 
a spouse at an added fee of $6.50 per quarter, which 
includes maternity benefits. Coverage for children will 
be $5.95. 

Dr. Yeager said the plan is necessary to protect 
“the forgotten college group.” She pointed out that 
students, upon reaching 19 years of age, cannot benefit 
from a parent’s health insurance and cannot obtain 
individual coverage except at prohibitive cost. She said 
students under 19 who are covered by a parent’s policy 
will obtain dual benefits. 


“The Northwestern plan is following a trend to- 
ward utilizing an outside insurance organization for 
hospitalization benefits,” Dr. Yeager said. “The plan 
is based on actual cost of medical care of Northwest- 
ern students. 


“A similar concept is in effect at Harvard Univer- 
sity and Massachusetts Institute of Technology. In 
general, student health service costs are higher than 
the Northwestern rate. Cornell University charges $36 
for a nine-month period; Harvard University, $56.50, 
and Stamford University, $40.” 


Northwestern University News.—A Northwestern 
University graduate, Paul H. Jordan, Chicago, won a 
$250 award in an international contest for medical 
students sponsored by the Schering Corporation of 
Bloomfield, N. J. Now interning at West Suburban 
Hospital in Oak Park, Jordan won the second place 
prize for his scientific paper on recent trends in the 
clinical use of adrenocortical steroids. Kent Guild a 
junior in Northwestern University Medical School, 


for August, 1956 


was recently elected president of the Student Ameri- 
can Medical Association. Dr. Jules H. Masserman, 
professor of neurology and psychiatry at Northwest- 
ern, has been elected president of the newly founded 
Academy of Psychoanalysis and of the American So- 
ciety for Group Therapy and the American Society 
for Biological Psychiatry. Dr. Samuel N. Feinberg, 
professor of medicine, participated in the eightieth anni- 
versary of the founding of MeHarry Medical College, 
Nashville, Tenn., June 5. He spoke on “Allergy: 1956 
Inventory.” Dr. Loyal Davis, chairman of the depart- 
ment of surgery, was recently elected president of the 
American Surgical Association. While attending a 
scientific meeting in Texas recently, Dr. Harry B. 
Harding, associate professor of bacteriology, was made 
an honorary Texan by Gov. Allan Chivers. 

Dr. Nedzel Honored on Retirement.—More than 
ninety friends and associates of Dr. Alexander J. 
Nedzel gathered at a dinner recently to honor him on 
his retirement from the University of Illinois College 
of Medicine. Dr. Nedzel, associate professor of pathol- 
ogy and a member of the staff for twenty-seven years, 
will retire September 1. He was presented with a set 
of luggage. 

New Honors to Dr. Van Dellen.—Dr. Theodore 
R. Van Dellen, Associate Editor of the ILLINOIS 
MEDICAL JOURNAL and Health Editor of the 
Chicago Tribune, has been elected president of the 
Northwestern University Alumni Association and 
of the North Side Branch of the Chicago Medical 
Society. 


Louis Newman Receives Award.—Dr. Louis B. 
Newman, chief of the physical medicine and re- 
habilitation service at the Veterans’ Administration 
Research Hospital, Chicago, has been given the 
John E. Davis Award by the Association for Physi- 
cal and Mental Rehabilitation. Dr. Newman was 
honored for “distinguished leadership and outstand- 
ing service in the field of physical medicine and re- 
habilitation. Presentation was made during the as- 
sociation’s annual meeting in Augusta, Ga., June 
25-29, 


New Psychiatric Officers—Dr. Hugh T. Car- 
michael was elected president of the Illinois Psy- 
chiatric Society at its meeting, May 16. Other 
officers are Drs. Kalman Gyarfas, vice president; 
Alberto de la Torre, secretary-treasurer; and Roy 
R. Grinker and George R. Perkins, councilors. 

Faculty Changes at University of Chicago.—New 
appointments to the medical staff of the University 
of Chicago Division of Biological Sciences are Drs. 
R. Hugh Dickinson as associate professor of psy- 
chiatry, and J. Frederick Bell as director of viral 
and rickettsial fever research for the U. S. Navy 
in Cairo, Egypt. The Cairo project is directed by 
the University of Chicago for the Navy. 

Dr. Dickinson has been in private practice in 
Omaha, Neb., and has also served part-time as asso- 
ciate professor of psychiatry at the University of 
Nebraska Medical School and assistant director of 
the Nebraska Psychiatric Institute in charge of 
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training and education. Dr. Bell was formerly a 
staff member of the U. S. Public Health Service 
at the Rocky Mountain Research Laboratory in 
Montana. 


Promotions at the medical school include the fol- 
lowing: Dr. Edith Potter to professor of pathology 
in the department of obstetrics and gynecology; 
Lester B. Skaggs, director of the Health Physics 
Service, to professor of radiology; Kenneth P. Du- 
Bois, director of the U. S. Air Force Radiation 
Laboratory at the university, to professor of phar- 
macology; Dr. Loyd J. Roth, associate professor 
of pharmacology and expert on the use of radio- 
active tracers to study tissue disease; Dr. Charles 
P. McCartney, associate professor of obstetrics and 
gynecology; Dr. Theodore N. Pullman, associate 
professor of medicine; Dr. David W. Talmage, 
associate professor of medicine; Dr. William R. 
Barclay, associate professor of medicine, and Dr. 
David J. Lochman, associate professor of radiology. 


Specialty Society Elections—Dr. Knowlton E. 
Barber was recently named president of the Chicago 
Urological Society. Other officers are Drs. J. Lester 
Wilkey and Don E. Murray vice-president and 
secretary-treasurer, respectively—At the recent 
meeting of the Chicago Society of Internal Medi- 
cine, Dr. Joseph B. Kirsner was chosen president; 
Dr. Fred E. Ball, vice president, and Dr. Franklin 
A. Kyser, secretary-treasurer.—New officers of the 
Metropolitan Dermatological Society of Chicago are 
Drs. James J. Barrock, president; Cleveland J. 
White, vice president, and Tibor Benedek, secretary- 
treasurer—At the May 15 meeting of the Chicago 
Pediatric Society, the following officers were elected 
Drs. S. C. Henn, president; Ralph H. Kunstadter, 
vice president; Raymond F. Grissom, secretary; 
Noel G. Shaw, treasurer; Howard Traisman, editor, 
and Alfred Traisman, Eugene T. McEnery, and 
Maxwell P. Borovsky, executive committee—New 
officers of the Chicago Laryngological and Otologi- 
cal Society are Drs. Raymond W. Kerwin, presi- 
dent; Frank Wojniak, vice-president, and Stanton 
A. Friedberg, secretary-treasurer.—Officers of the 
Chicago Dermatological Society are Drs. Louis C. 
Brunsting, Rochester, Minn., president; Albert H. 
Slepyan, vice president, and Samuel M. Bluefarb, 
secretary-treasurer. New officers of the Chicago 
Society Of Industrial Medicine and Surgery are: 
President, Cornelius M. Annan, M.D.;_ Vice- 
President, Kenneth F. Stotz, M.D.; Secretary, Bille 
Hennan, M.D.; Treasurer, Charles Drueck, M.D.— 
Officers of Chicago Neurological Society are: Presi- 
dent, Irving C. Sherman, M.D.; Vice-President, 
Ernst Hasse, M.D.; Secretary-Treasurer, Oscar 
Sugar, M.D.—Officers of the Chicago Gynecological 
Society are: President, Ronald R. Greene, M.D.; 
President-Elect, A. F. Lash, M.D.; Vice-President, 
Charles Fields, M.D.; Treasurer, Robert Al Beebe, 
M.D.; Secretary, Clyde J. Geiger, M.D.; Pathologist, 
Charles J. Smith, M.D.; Editor, Cecil C. Draa, 
M.D. 
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WINNEBAGO 


New Members.—The Winnebago County Medi- 
cal Society has accepted into membership the fol- 
lowing physicians: Danguole K. Surantas who be- 
came a citizen of the United States, April 11, 1956 
after completing a residency in anesthesiology; At 
the present time she practices anesthesiology and 
lives at 1920 Sharon Avenue; Dr. Hugo Mathiesen 
who became a citizen of the United States April 
10; his office is located at 5340 North Second 
Street; and Dr. Joseph P. Berger who is on the 
ophthalmology staff of the Canfield Clinic. 


GENERAL 

Medical Student Representatives to Attend Meet- 
ing at Surgeons’ Expense.—For the first time, stu- 
dent representatives from sixteen medical schools 
will attend the forty-second annual Clinical Con- 
gress of the American College of Surgeons at Col- 
lege expense. The meeting will be held in San 
Francisco, October 8-12, 1956. The College believes 
that education obtained through attendance at scien- 
tific programs such as the Congress is as valuable 
to students as to practicing physicians. In support 
of this belief, and in cooperation with deans of 
approved medical schools of this country and 
Canada, it is planned that a number of senior medi- 
cal students will attend Congress meetings every 
year. Schools will participate in rotation, depending 
on the geographic location of the meeting. Students 
will be selected by vote of their classmates. At the 
Congress, fellow-sponsors will meet with and ad- 
vise the students daily to insure that each student 
obtains the maximum benefit from this educational 
experience. This year Dr. Michael L. Mason, Chi- 
cago, will give the Annual Oration on Trauma. His 
subject will be “Treatment of Open Wounds.” 


New Service to Help Hospitals Simplify Medical 
Records.—The Commission on Professional and 
Hospital Activities has been organized, it was an- 
nounced June 23. Established by the American Col- 
lege of Surgeons, American Hospital Association, 
American College of Physicians and the South- 
western Michigan Hospital Council, the new com- 
mission will conduct a medical statistical service 
that will help hospitals simplify medical records and 
analyze records more effectively for improvement 
of medical and administrative practices. The W. 
K. Kellogg Foundation, Battle Creek, Mich., has 
granted $260,000 to the Commission to support the 
program for three years, after which it is expected 
the service may be continued on a self-sustaining 
basis. 


Members of the Commission appointed by the 
participating organizations are Drs. Paul H. Haw- 
ley and Robert S. Myers, director and assistant 
director, respectively, of the American College of 
Surgeons; Dr. C. Wesley Eisele, director of post- 
graduate medical education, University of Colorado 
School of Medicine, Denver, and Dr. Eliot E. Foltz, 
Winnetka, IIll., representing the American College 
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of Physicians; Dr. Edwin L. Crosby, director, and 
Maurice J. Norby, deputy director, representing 
the American Hospital Association, and C. Tiffany 
Loftus, director of Mercy Hospital, Benton Harbor, 
Mich., representing the Southwestern Michigan 
Hospital Council. 


Former Chicago Physician Awarded Medal.— 
Dr. Henry C. Sweany, formerly director of labora- 
tories and research at the Chicago Municipal Tuber- 
culosis Sanitarium and now director of research, 
pathology and allied sciences, Missouri State Sana- 
torium, Mount Vernon, was presented with the 
medal awarded annually by the American College 
of Chest Physicians for outstanding contributions 
in the field of chest pathology. According to a news 
release, Dr. Sweany was the first in America to 
use cultures on a large scale in the routine diagnosis 
of tuberculosis; to use culture media for finding 
bovine bacilli directly from diseased tissues; to use 
successfully the x-ray defraction method of deter- 
mining detrimental silica in tissues; to use matched 
controls in experimental treatment of tuberculosis; 
to use blood chemistry methods in the hospitals of 
Chicago. Dr. Burgess L. Gordon, Philadelphia, is 
the new president-elect of the college of chest physi- 
cians. Dr. Herman J. Moersch, Rochester, Minn., is 
president. Illinois physicians holding office in the 
college are Drs. Charles K. Petter, Waukegan 
treasurer, and Albert H. Andrews, Chicago, assis- 
tant treasurer. Dr. Otto L. Bettag, Chicago and 
Springfield, serves as regent of the college for 
Illinois and Indiana and Dr. Darrell H. Trumpe, 
Springfield, serves as governor. 


Sale of Raw Milk Banned.—Except under certain 
specified conditions, the sale of raw or unpasteurized 
milk for direct human consumption has been pro- 
hibited, effective July 1, 1956. In accordance with a 
state law, unpasteurized milk sold for human con- 
sumption by the producer on premise where pro- 
duced must be free from sediment and come from 
animals that have been tested for both tuberculosis 
and brucellosis. In addition to these requirements, 
the law forbids the retailing for human consumption 
of unpasteurized milk distributed by the producer 
which has a bacterial count of more than 50,000 per 
cubic centimeter as determined by specified labora- 
tory tests. 

According to the Illinois Health Messenger for 
June, about 95 per cent of the milk marketed at re- 
tail in Illinois is pasteurized. A law, which becomes 
effective July 1, 1957, requires that all fluid milk 
sold in the state at retail for human consumption 
must conform to the requirements of the “Grade 
A” milk law. These requirements include pasteuri- 
zation. 


“Your Doctor Speaks” on FM Station WFJL.— 
The following physicians have recently appeared in 
transcribed broadcasts of FM _ Station WFJL, 
Thursday evenings at 7:45 p.m. The series, entitled 
“Your Doctor Speaks” is presented by the Edu- 
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cational Committee of the Illinois State Medical 
Society: 

Herman Chor, attending neuropsychiatrist, Wes- 
ley Memorial Hospital, June 28, on The Depressive 
States—Their Recognition and Treatment. 

Robert E. Lee, associate clinical professor of 
medicine, Stritch School of Medicine of Loyola 
University, July 5, 1956, on Adequate Diet Impor- 
tant to Health. 

Edmond R. Hess, clinical assistant in pediatrics, 
Northwestern University Medical School, July 12, 
on Current Immunizations in Infants and Children. 

Emery G. Grimm, associate in medicine at North- 
western University Medical School, July 19, on 
Causes of Obesity. 

Lectures Arranged Through the Educational 
Committee of the Illinois State Medical Society: 

Joseph A. Bertucci, clinical instructor in pedia- 
trics, Stritch School of Medicine of Loyola Univer- 
sity, William Penn Nixon Parent-Teachers Associa- 
tion, September 11, on Child Safety. 

Lectures Arranged Through the Scientific Serv- 
ice Committee of the Illinois State Medical Society: 

Frederick L. Phillips, a member of the staffs of 
St. Luke’s and Children Memorial Hospitals, Eff- 
ingham County Medical Society in Effingham, 
August 13, on Common Emergencies in Infancy. 

John J. Brosnan, clinical instructor in surgery, 
Stritch School of Medicine of Loyola University, 
Kankakee County Medical Society in Kankakee, on 
September 18, Lung Tumors. 

Louis C. Johnston, clinical assistant in medicine, 
University of Illinois College of Medicine, Iroquois 
County Medical Society in Watseka, September 18, 
on Treatment of Essential Hypertension. 

Wayne B. Slaughter, associate clinical professor 
of surgery, Stritch School of Medicine of Loyola 
University, September 25, on Newer Concepts of 
Cleft Palate. 


DEATHS 

Irving F. Barnett*, Chicago, who graduated at 
the University of Illinois College of Medicine in 
1913, died June 26, aged 64. He was associate 
clinical professor of ophthalmology at Stritch 
School of Medicine of Loyola University, and senior 
ophthalmologist at Henrotin Hospital, where he 
had been a member of the staff since 1937. 

Lloyd J. Blakeman*, retired, Antioch, who gradu- 
ated at the Chicago College of Medicine and Sur- 
gery in 1917, died July 7, aged 64. He was a member 
of the staffs of Chicago Memorial and Columbus 
Hospitals. 

Placid A. Chiasson*, Pittsfield, who graduated 
at Bennett Medical College in 1915, died recently, 
aged 70. 

Philip H. Dechow*, Kinderhook, who graduated 
at Keokuk Medical College, College of Physicians 
and Surgeons, in 1906, died April 7, aged 79. 





*Indicates Member of the Illinois State Medical Society. 
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Harry A. Durkin*, Peoria, who graduated at 
Harvard Medical School in 1915, died recently, 
aged 66. He was a specialist certified by the Ameri- 
can Board of Internal Medicine. 

Harry R. Folckemer*, Quincy, who graduated 
at the College of Physicians and Surgeons of Chi- 
cago, School of Medicine of the University of IIli- 
nois, in 1905, died May 3, aged 75. He practiced in 
Bowen for 37 years and joined the staff of the IIli- 
nois Soldiers’ and Sailors’ Home in 1942. 

Edward Charles Franing*, Galesburg, who gradu- 
ated at Rush Medical College in 1899, died March 
17, aged 87, of arteriosclerosis. He was past-presi- 
dent of the Knox County Medical Society and a 
member of the staff of St. Mary’s Hospital and 
Galesburg Cottage Hospital. 

Grover Q. Grady*, Highland Park, who gradu- 
ated at Rush Medical College in 1919, died June 23, 
aged 63, in Eagle River, Wisconsin. He was for 
many years president of the staff of the Highland 
Park Hospital. 

John Fonrose Lawson*, Sullivan, who graduated 
at the College of Physicians and Surgeons of Chi- 
cago, School of Medicine of the University of IIli- 
nois, in 1906, died in St. Mary’s Hospital in West 
Palm Beach, Florida, February 29, aged 77, of heart 
disease. He was a member of the staffs of Decatur 
and Macon County Hospital in Decatur and Me- 
morial Hospital in Mattoon. 

Patrick A. Murphy, Chicago, who graduated at 
the College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, in 
1905, died December 21, aged 73, of bronchopneu- 
monia. 

George Roscoe Nichols, Chicago, who graduated 
at the Chicago College of Medicine and Surgery in 
1911, died in Miami, Florida, April 6, aged 68, of 
myocardial infarction. 

Eugene T. Phelps*, retired, formerly of Chicago 
and recently of Hebron, Nebraska, who graduated 
at Rush Medical College in 1912, died June 15, aged 
71. He was formerly a member of the staff of the 
Woodlawn Hospital. 

Pedro M. Santos*, retired, Chicago, who gradu- 
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ated at Meharry Medical College in 1914, died in 
Milwaukee while on a motor trip, June 25, aged 69. 
He was a member of the staff of the Provident 
Hospital from 1919 until his retirement three years 
ago and was head of its obstetrical department from 
1939 to 1951. 

Julius Steinfeld*, Chicago, who graduated at 
Universitat Heidelberg Medizinische Fakultit, 
Baden, Germany, in 1920, died in Zurich, Switzer- 
land, where he was vacationing, June 27, aged 60. 
He was the founder and medical director of the 
Forest Sanitarium, Des Plaines. 

Aloysius C. Strunk, Chicago, who graduated at 
Jenner Medical College in 1916, died June 25, aged 
68. He was a member of the staff of the Woodlawn 
Hospital and was a retired member of the Swift 
and Company medical staff. 

Frederick Cleveland Test*, retired, Chicago, who 
graduated at Georgetown University School of 
Medicine, Washington, D. C., in 1895, died July 8, 
aged 87. Before he retired seven years ago, he was 
chief orthopedic surgeon at Cook County Hospital 
and associate professor of Bone and Joint Surgery 
emeritus at Northwestern University Medical 
School. 

Hobart Hare Todd, Skokie, who graduated at 
Loyola University School of Medicine in 1940, died 
in March, aged 43. He was certified by the National 
Board of Medical Examiners. 

John F. Van de Roovaart*, retired, Chicago, who 
graduated at Northwestern University Medical 
School in 1896, died June 21, aged 84. He was a 
former staff member of the Roseland Community 
Hospital. 

Edward H. Weld*, Rockford, who graduated at 
the University of Michigan Medical School in 1907, 
died at Rochester, Minnesota, July 6, aged 75, of 
leukemia. He had practiced medicine in Rockford 
for many years; was president of the Illinois State 
Medical Society in 1943; a delegate from Winne- 
bago County Medical Society, and delegate to the 
American Medical Association over a long period 
of time. 





*Indicates member of the Illinois State Medical Society. 
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